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New portable compressor-aspirator 


unconditionally guaranteed for 1 year! 


The new Air-SHIELDS D1iA-PUMpP* is designed for continuous operation wher- 


ever regulated suction or oil-free compressed air is needed. Portable, rugged, 
quiet, and virtually trouble-free, the DiA-PUMP has been test-run continuously, 


day and night, for an entire year without failure of any part. and is uncondi- 


tionally guaranteed for | year. This compact, new diaphragm-type compres- 
sor-aspirator cannot rust, “freeze” or jam from condensed or aspirated mois- 
ture, provides filtered, oil-free air at controlled pressures up to 30 pounds, or 
controlled suction up to 23 inches of mercury. Standard model: 1/6 HP motor, 
115 volt, 60 cycle A.C., with ground wire and adapter plug for 2 and 
3-pronged outlets. Special models available for use with other currents. Write 
us for special Dia-PuMpP folder, or phone collect from any point in the US. 
AIR-SHIELDS, INC., Hatboro, Pa. (OSborne 5-5200). 
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Everybody 
benefits 
from this 
long-acting 
sulfa 


cuts dosage 
over 75% 


Tablets: Each quarter-scored, peach- 
colored tablet contains 0.5 Gm. (7% grains) 
of sulfamethoxypyridazine. 

Bottles of 24, 100 and 1000 tablets. 


Syrup: Each teaspoonful (5 cc.) of 
caramel-flavored syrup contains 250 mg. of 
sulfamethoxypyridazine. Bottles of 4 fl. oz. 


SULFAMETHOXYPYRIDAZINE LEDERLE 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK > 
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—reduces inventory... 
simplifies stock control 


th negligible ri 


| in urinary tract infections 
that 


--a real space-saver.. 
1 tablet a day does the wail 
of 8 other sulfa tablets 


Nurse 
—a time and step-saver 


single maintenance | 
dose provides 24 hours 


*Reg. U.S. Pat. Off, 


Administrative Staff 
Pharmacist 
and handling 
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QUALITY / RESEARCH /INTEGRITY 


the 60O-second urine glucose test 


TES-TAPE 


— specific for glucose 


—adequately quantitative for clinical use 


‘Tes-Tape’ is both qualitative and quantitative. Simply moisten a 
strip of “Tes-Tape.’ Wait for just sixty seconds; then compare it 
with the color chart on the dispenser. The selective action of “Tes- 


Tape’ prevents false positive reactions, assures clinical accuracy. 


Available in handy plastic 
dispensers containing about The convenience, simplicity, and accuracy of “Tes-Tape’ help 


100 tests. lighten the work load for the busy nurse and laboratory technician. 
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MAXIMUM PATIENT COMFORT... | 
MAXIMUM ATTENDANT CONVENIENCE with the 


Post Anesthesia Stretcher 


FOR FOOD 
SHELF TRUCK 
No. 10-6332 


FOR LINENS 
SPACE-SAVER 
LINEN HAMPER 

No. 6612-6 


FOR GAS TANKS 
TANK TRUCK 
No. 6585 


Every feature of the widely used and extra long 
COLSON PA Stretcher is designed for patient com- 
fort, safety and to save nurses’ time. The two guard 
rails may be easily raised or lowered. The litter is | a cemerieer: 
hinged at one end and its position is controlled by a INSTRUMENT TABLE 
single crank-operated elevating mechanism. Two spe- OVER: — aan TABLE 
cial brake casters facilitate traveling down halls or | 
render the stretcher immobile. Durably constructed 
for years of dependable service, the COLSON PA 
Stretcher is beautifully finished in stainless steel or 


gray enamel. 


No. 1-5267-73 No. 4-807-65 No.3-1013-74 
COLSON CASTERS SAVE YOUR FLOORS 
> 


STRETCHER FOLDING INHALATOR RECLINING 


No. 6865 CHAIR No 4953 BACK CHAIR 
No. 4255 No. 4424 X2 


smoother—quieter—faster rolling 
first choice for lasting efficiency 


Whether administering treatments, serving in surgery, wheeling 
line offers the finest in quality materials and workmanship. 


The Colson Corporation - General Offices, Elyria, Ohio 
Factories in Elyria, Boston, Toronto 
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SQUIBB 


ANNOUNCES 


VESPRI 


a new, improved agent for better | &g 


Squibb Trifilupromazine 


management of the psychotic patient 


Chemically, pharmacologically 

and clinically improved, VESPRIN 

rapidly controls psychotic 

symptoms without oversedating the 
patient into sleepiness, apathy 

or lethargy. With VESPRIN, 

drug-induced agitation is minimal. 
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Makes possible better custodial care by: 


™ moderating combative tendencies 


@ effecting minimal sedation, thus permitting better cooperation 


Hastens social rehabilitation by: 
® facilitating insight into reality 
™@ increasing accessibility for psychotherapy 


Improves patient-personnel relationship by: 
™ diminishing patient destructiveness 
™ bettering ward behavior 


and in extensive clinical trial, VESPRIN 
has proved singularly free from toxicity 
jaundice or liver damage—not observed 
skin eruptions—rare 
photosensitivity—rare 
blood dyscrasias—not observed 
hyperthermia—rare 
- convulsions—not observed | 


Squibb Quality—The Priceless Ingredient 1S A TRADENARE 
\ 


SQUIBB { 
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AS SOON AS DETERMINED, 
ARE ELECTED, SHOULD 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual Convention—August | 8- 
21; Chicago (Palmer House; Interna- 
tional Amphitheatre) 
1959 Annual Convention—August 24- 
27; New York City (Coliseum, Statler 
Hotel) 
1960 Annual Convention—August 29- 
September 1; San Francisco (Civic 
Auditorium) 


NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 


(THROUGH OCTOBER 1958) 


Midyear Conference of Presidents and 


Secretaries — January 27-28; Wash- 


ington, D. C. (Statler Hotel) 


American Protestant Hospital Association 
—February 11-13; Chicago (Morri- 
son Hotel) 


Catholic Hospital Association—June 2] - 
26; Atlantic City, N. J. (Dennis 
Hotel; Convention Hall) 
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VIM Stainless Steel and VIM Laminex 
Needles have razor-keen cutting 


edges with points that stay sharp 


longer. Concave hubs for easy 
handling. All VIM Syringes, 
including stronger clear-glass 
VIM Interchangeable Syringes 
(any plunger fits any barrel), 
have a velvety-smooth 

action, free from backfire 

and leakage. 


hypodermic needles 
and syringes 


For further information, consult your hospital/surgical supply dealer or write: 
MacGREGOR INSTRUMENT COMPANY, NEEDHAM HGTS., MASSACHUSETTS 


REGIONAL MEETINGS 


(THROUGH OCTOBER 1958) 


Association of Western Hospitals—April 
21-24; San Francisco (St. Francis 
Hotel; Civic Auditorium) 

Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association—November 6-8, 
Washington, D. C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly — 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 


‘Mid-West Hospital Association — March 


24-26; Kansas City, Mo. (Municipal 
Auditorium) 

New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau) 

Tri-State Hospital Assembly—Apri! 28- 
30; Chicago. (Palmer House) 

Upper Midwest Hospital Conference — 
May 14-16; Minneapolis (Minneapolis 
Auditorium) 


STATE AND PROVINCIAL MEETINGS 


(THROUGH APRIL 1958) 


Alabama Hospital Association—QJanuary 
30-31; Tuscaloosa (Hotel Stafford) 

Arizona Hospital Association — Decem- 
ber 5-6; Phoenix (Hotel Westward 
Ho) 

Connecticut Hospital Association — No- 
vember 13; Berlin (Connecticut Light 
and Power Company ) 

Georgia Hospital Association—February 
20-21; Columbus (Ralston Hotel) 
IMinois Hospital Association —- December 
5-6; Springfield (Abraham Lincoln 

Hotel) 

Kansas Hospital Association—November 
14-15; Wichita (Broadview Hotel) 
Kentucky Hospital Association — Apri! 
15-17; Louisville (Sheraton-Seelbach 

Hotel) 

Louisiana Hospital Association — March 
20-22; Baton Rouge (Bellemont Mo- 
tor Hotel) 

Ohio Hospital Association — March 10- 
13; Cincinnati (Netherland-Hilton 
Hotel) 

Oklahoma Hospital Association—Novem- 
ber 7-8; Tulsa (Mayo Hotel) 

Oregon Association of Hospitals — No- 
vember 4-5; Eugene (Eugene Hotel) 

Virginia Hospital Association—November 
16-17; Roanoke (Hotel Roanoke) 

Washington Hospital Association — No- 
vember 6-7; Seattle (Olympic Hotel) 

Wisconsin Hospital Association—Moarch 
13; Milwaukee (Hotel Schroeder) 


AHA INSTITUTES 


(THROUGH APRIL 1958) 


- Hospital Auxiliary Leadership—Novem- 


ber 4-5; Hartford, Conn. (Statler 
Hotel ) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 


(Continued on page 100) 
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: Business Services Department experts trained in your field You can be sure that they will recommend only the right 
Can help solve your hospital administration problems and systems for your hospital administration problems because 
. _ prescribe a course for true working efficiency ... saving | only Remington Rand offers them all. 
- time, money and personnel. First they make a complete : Read how the Business Services Department revised _ 
study . . . carefully analyze and evaluate every facet of administration procedures at a large General Hospital with 
be your operation. After detailed and appropriate recommen- a resulting substantial increase in efficiency and economy. 
dations are made, they set up the proper systems and train Your recordkeeping problems may need just the sort ‘of 
your staff to use them. If you are building new facilities or § “hypo” Business Services Department can provide. Send 
plan to modernize your present administrative procedures, today for a free copy of folder CH1112. Address Room 
call the Business Services Department specialists first. 2153, 315 Fourth Avenue, New York 10, New York. 


NOVEMBER |, 1957, VOL. 31 . | 7 


“ 
4 
ine 
- 
7 
= 
ad 
4 
ES 


officers, toustees and councils 


President 
Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo, 
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Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
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Albert W. Snoke, M.D., Grace-New Haven Community Hospital, 
New Haven 4, Conn. 


Treasurer 
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Secretary 
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Frank S. Groner, Baptist Memorial Hospital, Memphis 3, Tenn. 

Elisha M. Herndon. Hospital Care Association, Inc., Durham, N.C. 
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E. A. van Steenwyk, Associated Hospital Service of Philadelphia, 
Philadelphia 2 

Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 
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Leo American Protestant Hospital Association, Chi- 
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Secretary: Edmond J. Lanigan, 18 E. Division St., Chicago 10 


Council on Government Relations 


Robin C. Buerki, M.D., chairman, Henry Ford Hospital, Detroit 2 

William L. Wilson, vice chairman, Mary Hitchcock Memorial Hos- 
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Ted Bowen, Methodist Hospital, Houston 25, Tex 

Ritz E. Heerman, Lutheran Hospital Society of Southern Califor- 
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Edwin P. Peel, Georgia Baptist Hospital, Atlanta 3 

Harold Prather, Richmond Memorial Hospital, Richmond 27, Va. 

Martin R. Steinberg, M.D., Mount Sinai Hospital, New York 29 

Rt. Rev. Msgr. neue A. Towell, diocesan director of hospitals, 
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Kenneth Waleos, ‘St. John’s Hospital, Tulsa 4, Okla. 

Secretary: Kenneth Williamson, Washington Service Bureau, 
— — 17th St. and Pennsylvania Ave., N.W., Wash- 
ington 


Council on Hospital Auxiliaries 
Mrs. Chester A. ere. chairman, Santa Monica ‘Hospital, Santa 


onica, Cali 
Mrs. Palmer G Gaillard, Jr., vice chairman, Mobile Infirmary, Mo- 
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Anthis, Muskogee General Hospital, Muskogee, 


Mrs. Columbus Conboy, St. Josenh Infirmary, Louisville 17, Ky. 

Mrs. Sinton P. Hall, Children’s Hospital, Cincinnati 29 
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Mrs. Harry Milton, Jewish Hospital of St. Louis, St. ‘Louis 10 
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Council on Planning, Financing ond Prepayment 
David B. Rewer M.D., chairman, University Hospital, Jackson 


5, Mis 

James M. "Dende. vice chairman, Columbia Hospital of Richland 
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Department of the Navy, Bureau of Medicine and Surgery, 
Washington 25 

Herman L. Herold, North Louisiana Sanitarium, Shreveport 7, La. 
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Secretare: Hiram Sibley, 18 E. Division St., Chicago 10 


Council on Professional Practice 
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Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


3 
; 


| @ 32 oz. suction bottle 
Perfectly balanced... 
| e Simple filtering system...suction gauge 


and regulating valve 


@ Durable finish... Sklar two-tone baked enamel 


: 
| : LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 
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introducing the authchs 


Ruth Sleeper, R.N., director of the 
school of nursing. and nursing 
service at Massachusetts General 
Hospital,~ Bos- 
ton, reports 
how the hospi- 
tal, when faced 
with the prob- 
lems of over- 
occupancy and 
a sizable deficit, 
opened and 


nursing unit in 
five days (p. 
39). 

Miss Sleeper has held the di- 
rectorship of the hospital’s nurs- 
ing school and nursing service for 
the past 11 years. Her first affilia- 
tion with the hospital dates back 
more than a quarter of century 
when she was working towards 
-her R.N. at the Massachusetts 
General Hospital Training School 
for Nurses. After earning her 


MISS SLEEPER 


staffed a 20-bed - 


R.N., Miss Sleeper continued her 
education at Teachers College, 
Columbia University, where she 
received her B.S. and M.A. 
degrees. 

Within the past four years Miss 
Sleeper has been awarded two 
honorary degrees, the doctor of 
humanities by Boston University 
and the doctor of science degree 
by Hood College, Frederick, Md. 

A member of the National 
League for Nursing board of di- 
rectors, Miss Sleeper served as 
president of the league from 
1952-55. She is also past presi- 
dent of the National League of 
Nursing Education. 

Miss Sleeper is now a member 
of the expert committee on nurs- 
ing of the World Health Organi- 
zation and chairman of the edu- 
cation committee, International 
Council of Nurses. 

At the 1955 American Hospital 
Association convention, the AHA 


’'M AN OPERATING ROOM SUPERVISOR 


SMITH & UNDERWOOD, Royal Oak, Michigan . . . Sole 


manufacturers of Diack Controls and Inform Controls 


All this year I’ve been besieged by 
salesmen with something new to prove 
sterilization of dressings. 


I tried samples of this and I tried 
samples of that. Some of the steriliza- 
tion controls seemed to work and some 
didn’t. | even asked our bacteriologist 
to check the autoclave with cultures as 
they were recommended to us at one 
of our meetings. 


After all this testing, I decided that 
none of the methods for proving heat 
penetration worked as well as the sys- 
tem our hospital has been using for 40 
years or more. The system follows the 
every day use of Diack. 


So again this year, just as we always 
have done, we’re using a Diack at the 
center of each bundle of dressings. 


My advice to you is “try the substi- 
tutes,” if you want to experiment—then 
you'll see why I use Diack Controls. 


conferred an honorary member- 
ship on Miss Sleeper for her out- 
standing contributions to the 
health and welfare of mankind. 


Frank S$. Groner, F.A.C.H.A., chair- 
man of the American Hospital As- 
sociation Committee on Moderni- 
zation and Renovation, presents 
the committee’s 
findings on the 
modernization 
needs of hospi- 
tals in his arti- 
ce on p. 36. 
Mr. Groner re- 
ports 48 per 
cent of the na- 
tion’s hospitals 
need some form 
of moderniza- 
tion at an esti- 
mated cost of $1 billion. 

In addition to this AHA com- 
mittee activity, Mr. Groner is cur- 
rently serving as a member of the 
Association’s Committee on Hos- 
pital Architects’ Qualifications. 
He has served on numerous other 
committees and councils of the 
AHA, including chairmanship of 
the former Council on Hospital 
Planning and Plant Operation 
from 1954-56. 

For the past 11 years Mr. 
Groner has been serving as ad- 
ministrator of Baptist Memorial 
Hospital, Memphis, Tenn. The 
previous decade he was associated 
with Southern Baptist Hospital, 
New Orleans, as assistant ad- 
ministrator and later as adminis- 
trator. | | | 

A fellow of the American Col- 
lege of Hospital Administrators, 
Mr. Groner is now serving as 
president of the college. He is also 
a member of the ACHA board of 
regents, chairman of its central 
committee on institutes, and an 
ex officio member of the col- 
lege’s educational policies com- 
mittee. 


MR. GRONER 


Clarence Wonnacott, adminis- 
trator of Latter-Day Saints Hos- 
pital, Salt Lake City, for the past 
11 years, describes how the hos- 
pital improved its vertical trans- 


( Continued on page 24) 
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NOTICE TO STAFF 


ATARAX, perhaps the safest ataraxic known, IS NOW AVAILABLE 
IN PARENTERAL FORM. 


ATARAX Parenteral Solution combines quick and positive 

onset of action with the advantages that have made ATARAX 

Tablets and Syrup outstanding: freedom from tension and 

anxiety in 9 out of 10 patients, and unrivaled safety. A 

check of the literature shows that today, after millions of 

doses -- many of them at high levels over long periods of 

time -- there are still no reports of blood dyscrasias, 

parkinsonian effects, liver damage, or other serious side 
effects. Nor are there any instances of sensitivity reac- 

tions to ATARAX on the part of hospital staff. 


Your hospital pharmacy has ATARAX Parenteral Solution 
always on hand. Its use is indicated: 


e to calm the acutely disturbed or hysterical patient 


e to make uncooperative patients manageable without loss of 
alertness 


e to speed recuperation in alcoholics 


e to allay anxiety and control vomiting before and after. 
gery and childbirth com 


j ATA RAX Parenteral Solution 


‘4 


When 


t 
Its, 25 
times daily, at 4 hour 
for children un 
not yet been establis . 


should " als. Also available: 


oral dosage ) tablets and 


‘ed: in 10 
tor 10 mg. (oran 5 
ATARAX Syrup. 


New York 17, New York 
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U.S. PAT NO 2 791 609 


TETRACYCLINE PHOSPHATE COMPLEX 


LABORATORIES 
SYRACE SE NEW YORK 


Bee 
So 
‘ 
4 
Ld be 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 

phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
_ pain on injection than with previous, less concentrated formulations. 


TETREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial. ) 


Each one-dose vial of TETREX Intramuscular ‘250’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCl activity)........... 250 mg. 
Xylecaine* hydrochloride 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for etanains 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCl activity. Also available in 100-mg. single-dose vials. : 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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develops 
new surgical glove 
that reduces hand 
fatigue, fits comfortably 


“Surgiderm”’ is first glove to have tdeal 
combination of comfort, sensitivity, strength 


A new rubber glove, just developed by 
B.F.Goodrich, is so much more com- 
fortable than other surgical gloves that 
it has to be tried to be believed. It’s 
softer, more pliable. It fits easily, snugly; 
doesn’t bind the hand or restrict the 
freedom of the fingers. The difference 
is so obvious you can feel it just 
by putting this new B.F.Goodrich 
“Surgiderm”’ glove on one hand and 
comparing it with any other glove on 
your other hand. 

It's the use of a newly-developed 
rubber compound that makes possible 
—for the first time—this ideal combi- 
nation of comfort, sensitivity, and 
strength in one glove. 


Less tiring to the hands 


Comparison tests prove that the B.F. 
Goodrich “Surgiderm”’ glove is 30 to 
50 per cent softer than any regular rub- 
ber surgeons’ glove, including the 


brown cement type. Because it’s softer 
and more flexible, it takes 25 to 30% 
less force to flex the fingers and hand, a 
tremendous factor in reducing fatigue. 


More sensitive touch 


The new glove is extremely sensitive to 
the touch, responsive to even the slight- 
est movement of the fingers. It is tissue 
thin, and uniformly thin—no heavy 


ends at the fingertips. — 


Stronger, longer lasting 


Despite its softness and thinness, this 
B.F.Goodrich glove is strong to start 
with and stays strong even after many 
sterilizations. It is 36% stronger than a 
brown cement type glove before use, 
67% stronger after ten sterilizations. 
What's more, it keeps its elasticity, can 
be stored for months with no danger 
of deterioration. 


without binding 


Have this test made 


Ask a surgeon on your staff to make a 
comparison test during an operation. 
Have him wear a ‘‘Surgiderm”’ glove 
on one hand, any other brand glove 
on his other hand. We think he'll be 
convinced that this new glove is the 
most comfortable he’s ever worn. 


Where to buy 


The new B. F.Goodrich gloves are made 
in sizes from 6 to 10, have rolled wrists 
which fit snugly over the gown, are 
brown in color. They're sold by hos- 
pital supply houses and surgical dealers 
everywhere. Hospital and Surgical Sup- 
plies Dept., B.F.Goodrich Industrial 
Products Co., Akron 18, Ohio. 


B.EGoodrich 


SURGEONS’ GLOVES 
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To the reclining patient, the “mucus machine” is not 
only a real comfort— it is often a “must.” The 
GOMCO heavy-duty No. 799 Stand Aspirator here 


is thoroughly removing foreign matter from the 7 H = Post-operative removal of 
patient’s throat. The nurse can call on all the suction § fluids from throat of patient 
with the heavy-duty Gomco 
power required, too— from 0” to 25” of mercury, No. 799 Stand-Mounted 
accurately controlled by a precision valve and gauge. 
suction ttie an eroven 
The patient breathes easily, and has a more comfort- ~ RR Overflow Protection. 


able time before and after the operation. 


Nurses and physicians alike know from long experience that they can call on their GOMCO Aspirators 
any hour of day or night and expect instant response. If you want equipment you can take for granted, 
have your dealer show you the complete GOMCO line. 


GOMCO SURGICAL MANUFACTURING CORP. 820-H E. Ferry Street, Buffalo 11, N.Y. 
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sories. 


Looks like a bed — not a piece of 


surgical apparatus. This tends to 


make the patient feel more “‘at 
home,” more assured of recovery 
status, 


27x 12x 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 
at either end of bed. 


Hard's Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


30” width Recovery Bed standard, 
No. 1484RG. Available also in 
36” width, known as Hard Con- 
verta-Bed. No. 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 


THE MANY-PURPOSE BED 
THAT FILLS ALL YOUR NEEDS 


HARD 


FEATURE 


RECOVERY BED 


Here’s the most versatile bed ever made for hospital 
use. Designed for recovery or intensive care areas, 
it serves a variety of other purposes as well. 


EYE BED 


Head piece re- 
moved. Bed per- 
mits access for eye 
work or other 
activities at the 
head area. 


RECOVERY BED 


Bed is equipped with fittings for 
ORTHOPEDIC 1506PG Slida-Side Safety Sides which 
BED offer greatest possible protection, 
especially when bed is used for re- 
covery. Large ball bearing casters 
make this an easy bed to. move from 
Recovery or Intensive Care Areas to 
patient's room. 


When both head 
and foot pieces are 
removed, the bed 
will accommodate 
standard round 
tube overhead frac- 
ture frame for 
orthopedic use. FRACTURE 
BED 


With head or foot 
piece removed, end 
of bed is flush with 
mattress surface, 
allowing a direct 
pull at mattress 
level for traction 
with Bucks Exten- 
sion. 


DELIVERY 
BED 


Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for 
emergency de- 
liveries. 


REGULAR ROOM BED 


The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital room 
furniture and equipment. HARD’s 
12-year guaranteed PG 16-position 
spring provides Trendelenberg, 
Fowler and Hyper-Extension as well 
as all standard treatment positions. 
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REPORT FROM WASHINGTON—A one- 
third increase in the number of 
practical nurses in training has 
been effected in the first year of 
the new federally-supported prac- 
tical nurse training program. 

In the year ending last July 1, 
approximately 6000 students were 
enrolled under the new program 
and another 15,000. were enrolled 
in the older vocational education 


program of the George-Barden 


act. Details p. 89. 

@ The amount of Asian influ- 
enza vaccine being shipped to in- 
dividual states by the six vaccine 
producers is not in keeping with 
the quotas established under a 
voluntary allocation plan, the 
Public Health Service has re- 
ported. Details p. 89. 

@ Approval for the release of 
all but $1.1 million in Department 
of Health, Education, and Welfare 
funds has been gained by, HEW 
Secretary Marion B. Folsom. The 
Bureau of the Budget had sought 
to restrict the department’s funds 
by $200 million. Details p. 89. 

@ The Civil Service Commission 
has issued a booklet in which the 
administration’s program of basic 
and major medical insurance for 
federal employees is explained. 
Details p. 90. 

@ Some $1.2 million in federal 
funds has been granted for re- 


- search and demonstration projects 


in vocational rehabilitation. De- 
tails p. 90. 

@ PHS has created a 13-mem- 
ber National Advisory Committee 
on Chronic Illness and Health to 
advise the surgeon general on 
PHS programs and policy. Details 
p. 90. Also see nursing home story, 
p. 93. | 

@ Dr. W. Palmer Dearing has 
been appointed assistant director 
for health of the Office of Defense 
Mobilization. Dr. John D. Porter- 
field has been appointed to suc- 
ceed Dr. Dearing as deputy sur- 
geon general. Dr. Leonard Scheele 
has been appointed head of the 


National Health Council’s Com- . 


mission on Health Careers. De- 
tails p. 90. 
@ Responsibility for the hospi- 
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Day of a Queen 


GREAT BRITAIN’S Queen Elizabeth II took 
half an hour from her schedule of official 
Washington, D.C., functions on Oct. 19 to 
visit Children’s Hospital there.. The queen, 
herself the mother of two children, met pa- 
tients and toured the facilities. Here she 
watches Frank Mahaney, 3, a cerebral palsy 
victim, exercise in a gait-training apparatus 
in the hospital’s physical therapy section. 


tal phase of “medicare” has been 
transferred from the Blue Cross 
Commission to the Blue Cross As- 
sociation. An agreement has been 
entered into by the Department of 
the Army, the Blue Cross Com- 
mission, and the Blue Cross As- 
sociation whereby Blue Cross 
Plans participating in the program 
through the commission are now 
cooperating with the association. 


+ ANNOUNCEMENT OF NURSING HOME 
CONFERENCE MADE BY BURNEY—Sur- 
geon General Leroy E. Burney has 
announced that he is calling the 
first national conference devoted 
exclusively to nursing homes and 
homes for the aged. He made the 
announcement during the Ameri- 
can Nursing Home Association 
convention. Details p.-93. Also see 
Washington Report beginning on 
p. 89. 


> FLU ADMISSIONS LOW IN NEW YORK, 
NEW ORLEANS—The increase in 
Asian influenza cases in New York 
and New Orleans has not resulted 
in a greatly increased number of 
hospital admissions for upper 
respiratory infections. So reported 
Dr. Dean Clark of the American 
Hospital Association’s Special 
Committee on Asian Influenza. De- 
tails p. 93. 

In an unprecedented move in 
Illinois, the state’s 25 public wel- 
fare institutions were closed to all 
visitors because of flu. The isola- 
tion edict is to remain in effect un- 
til all 50,000 patients have been 
vaccinated. Nine persons have died 
and 2191 have been stricken at 
Dixon State Hospital alone, it was 
reported by the state health de- 
partment. 


> CANADA APPOINTS J. W. MONTEITH 
HEALTH, WELFARE MINISTER—Jay W. 
Monteith has been named Minister 

of National 

Health and 

Welfare’ for 

Canada, suc- 

ceeding Paul 

Martin, who was 

the first minis- 

ter to serve in 

the Depart- 

ment of Na- 

tional Health 
and Welfare 

when it was 
established in 1945. 

Mr. Monteith, 54, is a graduate 
of the University of Toronto and 
a chartered accountant. He is the 
senior partner in the firm of Mon- 
teith, Monteith and Company, 
chartered accountants. 

Mr. Monteith served as mayor 
of the city of Stratford in 1944-45 
and as a member and later chair- 
man of the Stratford Public Util- 
ity Commission 1946-50. He served 


MR. MONTEITH 


Worth Quoting 


ing boards, October 1952. 


“. . . It has been well said that a hospital without medical records is 
like a clock without hands which may be still running but does not give 
out any information as to whether it is right or wrong . . 


Maleolm T. MacEachern in TRUSTEE, the journal for hospital govern- 
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> MEDICAL TECHNOLOGIST SHORTAGE 


of Clinical Pathologists-College of 
‘American Pathologists annual 
meeting. 

Another speaker, Dr. Henry 
Wollenweber, said that salaries 
are a crucial factor in obtaining 
qualified personnel. Details p. 92. 


in the Canadian House of Com- 
mons in 1953. 


DISCUSSED AT PATHOLOGY CONVENTION 
—One-third of hospital laboratory 
benches are either occupied by in- 
adequately trained technicians or 
are not occupied at all, the chair- 
man of the National Committee for 
Careers in Medical Technology 


> STUDY SHOWS SPREAD OF ‘STAPH’ 
INFECTION—-Person-to-person con- 
tact, rather than carriage by air, 
has charged. is believed to be the method by 

Dr. William O. Russell, the which antibiotic-resistant staphy- 
committee chairman, expressed lococci are spread through the 
this view at the American Society hospital. This was the conclusion 


i 


You can rely on 


B-P FORMALDEHYDE 
GERMICIDE ws... 


contains HEXACHLOROPHENE (G-11*) 


KILL vegetative pathogens and spore formers within 
5 minutes.* 


KILL the spores themselves within 3 hours.* 


KILL tubercle bacilli within 5 minutes.* 


*Trademark of Sindar Corps 


SUGGESTION! B-P CONTAINERS 
are all especially designed 
for convenience in con- 
junction with the use of 


B-P GERMICIDE. 


Used as directed, it will not injure keen cutting edges, points of 
hypodermic and suture needles, scissors and other ‘sharps’ . . . nor 
rust, corrode or otherwise damage metallic instruments. 

IT’S THE ECONOMICAL ANSWER towards keeping annual costs 
for solutions and instrument replacement and repairs at a minimum. 
May be used repeatedly if kept undiluted and free of foreign matter. 


3 *Comparative chart sent on request 


Ask your dealer | 
PARKER, WHITE & HEYL, INC. 


Danbury, Connecticut, U.S.A. 


reached after a year-long study of 
the problem, as reported at last 
month’s American College of Sur- 
geons Clinical Congress in At- 
lantic City, N.J. Details p. 96. 


> REPORT ON INTERNSHIPS, RESIDENCIES 


—The American Medical Associa- 
tion’s report on internships and 
residencies available at. U.S. hos- 
pitals for the intern year begin- — 
ning July 1, 1956, is summarized - 
beginning on p. 91. 


) SIBLEY, SCHECHTER TAKE NEW AHA 
PosTts—Hiram Sibley has been ap- 
pointed secretary of the American 
Hospital Association’s Council on 
Planning, Financing, and Prepay- > 
ment. Daniel S. Schechter has 
been appointed secretary of AHA’s 
Council on Research and Educa- 
tion. Details p. 98. 


FOUR NEW JERSEY HOSPITALS MERGE 


—Announcement of the consolida- 
tion of four Newark, N.J., medical 
institutions was made in mid- 
October. 

The consolidation agreement is 
effective Jan. 1, 1958. 

The new institution will be 
called the United Hospitals of 
Newark and is comprised of Pres- 
byterian Hospital, Hospital for 
Crippled Children, Babies’ Hos- 
pital, and the Newark Eye and 
Ear Infirmary. 

Arthur W. Lunn, president of 
Presbyterian Hospital, will be the 
first president of the new organi-— 
zation. The first board of trustees 
is to have 28 members, seven from 
each of the constituent hospitals. 

Mr. Lunn stated that “we are 
convinced that the operation of 
a number of small hospitals is’no 
longer economically sound .. .” 
The four hospitals together have 


a total of 518 beds. 


He said that the new hospital 
will be operated in four units in 
order to preserve the names of 
the individual hospitals, to guard 
against “the danger of imper- 
sonality”, and to “preserve the 
identity and autonomy of their, 
respective medical staffs . 

“Initially,” Mr. Lunn continued, 
“the units will operate in the 
present hospital plants, but it is 
hoped that they may be brought 
together in one location when and 
as funds become available for 
erecting and equipping more mod- 
ern hospital buildings.” 
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now... not only the latest 


but the best, functional nackage 
fora superior product 


AIR-TIGHT 
LINER 


.. Keeps soda lime at peak 
| efficiency. The combination 
polyethylene, aluminum foil 
and kraft paper lining 
prevents loss of moisture 
and protects soda lime from 
absorbing carbon dioxide 


HANDY “PUSH-PULL” OPENING SPOUT ... is sp: 
designed to assure free-flowing action of soda lime. 


STURDY CONSTRUCTION ... prevents damage in iehens 
‘Modern design and distinctive eles of box make it easily identifie 


INDICATING SODA LIME 


for use in Rebreathing Techniques, Metabolism Determinations, and Oxygen Therapy 


Mallinckrodt research has achieved the ideal soda lime blend of 4-8 mesh 
_ particles — with highly porous, knobby, 


popeorn-like granule characteristics. 
This blend permits optimum carbon dioxide absorption efficiency 
| and minimum resistance to gas flow through a filled canister. 


Send for your cony of the SODA LIME 


SECOND & MALLINCKRODT STREETS, ST, LOUIS 7, MO. * 72 GOLD STREET, NEW YORK 8, N. 


INNATI « CLEVELAND . DETROIT * LOS ANGELES » PHILADELPHIA © SAN FRANCISCO 
IN CANADA: MALLINCKRODT CHEMICAL WORKS LIMITED + MONTREAL © TORONTO 
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perpetual inventory 
cost control 


Perpetual inventory 


Does the hospital pharmacy re- 
quire a perpetual inventory system? 

In discussing perpetual inven- 
tory systems for hospital phar- 
macies, it is necessary to dis- 
tinguish between two classes of 
stock, commonly known as active 
and reserve. 

Reserve stock in the pharmacy 
is that which is kept generally in 
a storeroom area, which may be 
an integral part of the total phar- 
macy or a room assigned to some 
other area of the hospital. If it 
is an integral part of the phar- 
macy, it is important to identify 
this area as reserve stock area. A 
perpetual inventory of this re- 
serve stock is highly recom- 
mended. This can be accomplished 


easily and maintained accurately.’ 


Even in those instances where 
only a partial package may be 
transferred from reserve to active 
stock (for example, tablets from 
a bulk container), the system is 
functional as long as unit meas- 
urements are removed each time 
(100, 500, 1000, etc.). 

Active stock, on the other hand, 
is that stock of drugs which is 
stored in the dispensing area of 
the pharmacy and which is con- 
tinually being withdrawn during 
the daily operation. To maintain 
a perpetual inventory of this stock 
is not generally recommended. To 
do so would require additional 
clerical assistance and aée great 
amount of time. The nature of 
pharmaceutical dispensing is such 
that the maintenance of perpetual 
inventory on active stock is un- 
necessary. Considering that phar- 
maceuticals are not only dis- 
pensed, but are also returned for 
credit when medication is dis- 
continued, amounts dispensed 
are not always in_ standardized 


The answers to these questions should not be con 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own aitorneys. 


20 


units, and extemporaneous com- 
pounding frequently occurs, dif- 
ficulties may arise. There would 
be exceptions, as in institutions 
where pharmaceuticals are dis- 
pensed to the nurses’ stations in 


units and not to individual 


tients, and where no credit re- 
turns are made. | 
This discussion does not apply, 
however, where narcotics. are 
concerned. In this case, perpetual 
inventories should be maintained 
on both the active as well as re- 
serve stock. Much has been writ- 
ten about the control of narcotics 
in hospitals. A committee of the 
American Society of Hospital 
Pharmacists has studied this sub- 
ject and prepared suggested rules 
and control systems with the ap- 
proval of the Bureau of Narcotics 
of the Treasury Department. You 
may obtain a copy of the Sug- 
gested Regulations for Handling 
Narcotics in Hospitals from the 
American Pharmaceutical Asso- 
ciation, Division of Hospital Phar- 
macy, 2215 Constitution Ave., 
Washington, D.C. — JOSEPH A. 
OppDIS 
Cost control 


We would like information pertain- 
ing to control of pharmecy expenses. 
We are interested in setting up a 
procedure whereby we can tell what 
our actual expense is for drugs dis- 
pensed each month. We realize that 
this can be done through perpetual 
inventory. However, we do not want 
to go to that extent. Can vou give us 
any other suggestions? 

One method whereby the 
monthly inventory of drugs can 
be determined without using a 
perpetual inventory, is to esti- 
mate the cost of drugs on-the basis 
of the amount of. requisitions 
which have been filled. In other 
words, charges have been made 
for the prescriptions to patients 
and bear some mathematical rela- 
tionship to the costs of drugs used 
in filling these prescriptions. 


in the pharmacy | 


In the relationship between the 
charge made to the patient and 
the cost of the drug used can be 
determined, then it is possible to 
use the accumulated charges, as 
determined by billings to the pa- 
tients, to estimate the cost of 
drugs so used. This would be done 
by multiplying the accumulated 
charges times the cost percentage; 
for example, if costs normally ran 
90 per cent of billing for drugs, 
and if the total billings amounted 
to $5000, the approximate costs of 
drugs used would be estimated at 
$2500 ($5000 x 50 per cent). 

In addition to the costs which 
have gone to the patients, there is 
also the cost assigned to the other 
facets of the hospital, such as 
laboratory, outpatient department, 
etc. The cost of these drugs must 
also be determined to check on 
the preciseness of the billings-cost 
estimate. Normally, these drugs 
would be dispensed upon the basis 
of a written requisition to the 
pharmacy. 

If a “mark-up” charge, e.g., 15 
per cent over the cost of drugs, is 
included, it is easily possible to 
follow the same procedure as for 
drugs billed to the patient. In this 
case, it would mean taking the 
total transfers to other facets of 
the hospital and dividing by 1.15 
to determine the cost of drugs. An 
attempt should be made to equate 
the mark-up to the actual cost of 
preparation. It would also be pos- 
sible to code each requisition to 
indicate cost. 

Regardless of the method used 
to determine or estimate cost of 
drugs issued to patients and to 
various departments, it is still 
necessary to take a periodic in- 
ventory to determine accurately 
the amount of drugs on hand. 

As a recommended procedure, 
I would suggest the following: 

1. Establish or continue a req- 


(Continued on page 99) 
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NEMA 


with wetting agent. 


sodium-free 
n-irritating 
safer 


Each 120 cc. Sigmol Enema contains | 
Sorbitol Solution, N.F................43 
Potassium Dioctyl Sulfosuccinate...0.12 Gm. | 


PHARMASEAL LABORATORIES 
affiliate of DON BAXTER, INC. 
GLENDALE 1, CALIFORNIA 


PHARMASEAL’ 


if 
. 
he 
‘ 
oF 
ote 
Ay 
33 
j 
= 
4 < 
\ 
; 
Bee 
> 
4 j 
7 
ane 
3 
\ 
3 
: 
j x 
= 
— 
os 
Pra 
‘ 
3 
4 


This is the Quality 
Plastic Tube...pioneered, 
~~ produced, and biologically tested 


under the control of experts in 


Pharmaseal’s own lab oratories 


the finest line of plastic tubes... priced for expendability 


PHARMASEAL LABORATORIES 
Affiliateof DON BAXTER, INC. 


Glendale 1, California 


— Tig Only the finest products bear this name. 
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in CENTRAL 
FOOD SERVICE 


The new IDEAL Mealmobile with mechanical re- 
frigeration and built-in beverage dispenser, together 
with the new Idealmobile, Model FS-100, hot food 
assembly unit, now make it possible for you to have 
a complete food service system that is thofough, fast 
and efficient. 
The Mealmobile with its mechanical refrigeration, 
can now be used as a cold food storage unit. This 
permits the loading of salads and other cold items 
well in advance of food serving time and eliminates 
eaks and valleys in the work load in the kitchen. 
he new IDEAL Mealmobile in combination with 
the new Idealmobile hot food assembly unit, enables 
you to move foods directly from the hot food 
preparation area to the most convenient assembly 
area — thus speeding up food service. 
The complete IDEAL centralized food service system 


IDEAL Mealmobile, Model 


9020-BCT with built-in beverage introduces a cyclical operation in the movement of 
dispenser and mechanical food from kitchen to patient .. . done the same way 
refrigeration. every time. And efficiency increases each time! 


This IDEAL combination 
offers efficient centralized 
food service for all hos- 
pitals—regardless of size. 
Additional units may be 
added to meet your needs 
—present and future. — 


Idealmobile Model FS-100 
hot food assembly unit 


Made only by the 


Write for 

SWARTZBAUGH 
kitchen MANUFACTURING 
planning COMPANY | 


MURFREESBORO, TENN, 
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ghiniens and ideas 


Right side’s the right side 


TO THE EDITOR 
Dear Sir: 


For the past three years I have 
been chairman of the Committee 
on Methods Improvement of the 
American Hospital Association. 
During those three years, from 
time to time, with our over-all 


and inexhaustible’ interest in 
methods, we have sought at vari- 
ous conventions to induce people 
to wear their badges on the 
proper side, making it convenient 
for newcomers to gaze at the 
badge and determine to whom the 
newcomer was speaking. 

On your September Ist [cover] 
of HOSPITALS, I observe that you 


© This is how I felt \ 
Monday mornings 
before I 
discovered... 


TERILWRAP 


FOR WRAPPING PACKS TO BE AUTOCLAVED 


Safe, Re-usable, Economical Wrappers 
The Nurse’s Choice for Hospital Efficiency 


STERILWRAPS are suitable for wrapping a wide 
range of wee! sae and instruments, such as 

umbar Puncture Sets (above), intravenous 
Sets, Drai fons Sets. etc 


complete cost! 


Convenient, easy-to-use, always 
STERILWRAP Env siebes ane Glove Cases insure 
maximum sterility retentio 


Many small articles are conveniently packed 
in STERILWRAPS—towels, peritoneal pads, cot- 
ton, test tubes, throat ‘swabs, culture tubes, 
syringes, etc. 


Test Sterilwraps yourself 


MEINECKE & COMPANY 


Serving The Hospitals Of America For More Than Sixty 


225 Varick St. New York 14 @ 734 


9012 Sovereign Row, Dallas 19, Texas sa 
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\ 
Convenient: Always read 
laundry and sewing room can 
Take much less space. 


Cost less per use than claietiiinel 
textiles. May be re-used. 


The tensile and wet strenkth 
of Sterilwrap’s cloth-like crepe is ing. 
Won't stiffen or crack; easy to han . 


Use Sterilwra 


of reausable Stérilwraps is the 


Now...we have Sterilwraps! 
4 Monday and everyday my work 


goes faster and smoother! 
oe 


even when the 
deliver. 


A better, safer technique 
for keeping autoclaved items as 
long as necessary. 


the same way 


you use muslin. No change in - , 

technique or pro¢edure 
Remember! The initial cost 


Send today for your FREE SAMPLE 
TEST KIT, folder and price list. 
You owe it to yourself and your 
hospital to use the wrappers that 
save time, space, money and work. 


E. Washington Bivd., Los Angeles 21, Calif. 
419 Gadsden St., Columbia, S. C. 


have a photograph clearly dis- 
played of a man putting his badge 
on the “wrong side’. Naturally, 
you recognize that as the chair- 
man of a hard working commit- 
tee, I am distressed and I am 


MR. RICHWAGEN 
1957 


MR. RICHWAGEN 
1956 


certain that members of my com- 
mittee will be very upset by this 
failure on the part of an impor- 
tant arm of the Association to 
take note of our efforts. 

On the other hand, perhaps you 
have some justification for this 
display, and if you do, I would 
appreciate your writing them to 
me. I feel that this matter can be 
treated confidentially between us 
and that no retraction need be 
published in the Journal.—R. R. 
GRIFFITH, director, Delaware Hos- 
pital, Wilmington. 


Editor's Note: We would like to 
call the attention of this tongue- 
in-cheek author that we _ took 
judicial notice of the contretemps 
in the September issue of THIS 
MontH (AHA) and would like to 
reassure him that his efforts and 
those of his diligent committee 
are not in vain—the number of 
right side badges in Atlantic City 
showed an encouraging increase. 


Disclosing medical data 


TO THE EDITOR 
Dear Sir: 

I have read with great interest 
the recent series of articles by 
James E. Ludlam and Theodore A. 
McCabe Jr., entitled ‘Disclosure 
of Medical Record Information: 
A Re-Appraisal’”’, (HOSPITALS, July 
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16 and August 1). Unfortunately 
the authors side-stepped an issue 
which is frequently raised, that 


of the necessity for the approval. 


of a patient for the release of in- 
formation requested by compen- 
sation carriers when the service 
is rendered on an outpatient basis. 
The authors recommend that pa- 
tients on admission sign an au- 
thorization allowing the hospital 
to disclose all or any part of a 
patient’s record to a third party 
source of payment. The handling 
of such matters for outpatients is 
not mentioned. 

I have on my desk at the mo- 
ment two printed post cards from 
one of the largest liability in- 
surance companies in the country. 
This company is compensation 
carrier for a local industry. The 
card bears a printed statement 
requesting x-ray findings for the 
completion of the insurance com- 
pany records, and further states 
that. on receipt of the above in- 
formation the statement will re- 
ceive prompt consideration. The 
card is evidently a standard card 
which is sent routinely on all of 
this carrier’s compensation cases 
where x-rays are taken, whether 
the patient is an inpatient or an 
outpatient. 

This raises several pertinent 
questions. In the first place, the 
company physician in making out 
his standard accident report form 
supplies the insurance company 
with the statement giving the 
diagnosis, treatment, and results. 
The insurance company, there- 
fore, has a physician’s statement 
about the medical aspects of the 
case. In addition to this report, 
however, the insurance company 
is requesting the report as made 
out by the radiologist. The at- 
tending physician is not aware 
that the insurance company has 
requested the x-ray report. 

Another. question raised is 
whether or not the hospital is 
fulfilling its responsibility by fur- 
nishing an x-ray report without 
prior authorization of the patient. 
Is it the responsibility of the hos- 
pital to have each compensation 
case patient routinely sign a re- 
lease, or is it the responsibility: of 
the insurance company to obtain 
from the patient the necessary re- 
lease and supply it to the hospi- 
tal? Are there any conceivable 
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Seven years experience in most of the hospitals of the 
country...on thousands of patients ...has proved APP Units 
are the easiest way to prevent and help heal pressure sores. 


It has been clinically demonstrated that APP Units 
make prevention or treatment of decubiti easier 
for the physician, easier for the nurse and much easier 


more comfortable for the patient... and quicker. 


APP Units automatically change body pressure 
points every two minutes assuring circulation ~ 
to threatened or ulcered areas. 


APP pads are stock items available in V. A. Supply Depots. 
APP Units gre available for standard beds, respirators and wheelchairs. 
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reasons why the patient in a com- 
pany case would refuse permis- 
sion for the compensation carrier 
to obtain copy of x-ray findings? 
Would it be logical for the hos- 
pital to suggest to the compensa- 
tion carrier that their claim de- 
partment contact the attending 
physician for further information 
about the case? 

. Another question raised is to 
, cost involved in providing copies 
of reports. The normal procedure 
for requests of this nature on in- 
patient records is to render a 
charge of $2 for completing the 
claim form, providing the claim 
form requests information other 
than dates of admission, dismissal 
and diagnosis, or operations per- 
formed. Logically the hospital 
could make a. similar charge in 
honoring requests for x-ray re- 
ports on outpatients. 

I would be very much inter- 
ested in having Mr. Ludlam and 
Mr. McCabe review this problem 
and enlarge on the scope of their 
re-appraisal on the disclosure of 
medical record information to in- 
clude those _ situations where 
workmens’ compensation carriers 
request reports of outpatient x- 
ray findings—R. A. BRADBURN, 
administrator, Memorial Hospi- 
tal, St. Joseph, Mich. 


Editor’s Note: Mr. Bradburn’s 
letter was forwarded to Mr. Lud- 
lam and Mr. McCabe, members of 
the law firm of Musick, Peeler, 
and Garrett, Los Angeles, for 
reply. Their reply follows. 

It sometimes happens that, in 
the course of an extensive treat- 
ment of a subject, basic premises 
become obscured. The basic 
premise on which our article was 
based is that the consent of the 


patient is not necessary, on legal 


or other grounds, in order to dis- 


close information to any insurance ° 


carrier, including a workmens’ 
compensation farrier, which is or 
might be liable to the hospital or 
to the patient for the hospital 
charges. This, in our opinion, is 
so;; even though the consent of 
the patient is not specifically ob- 
tained. 

We also believe that consent of 
the attending physician in such 
cases is not necessary to protect 
any interest of the physician or 
the hospital. The type of case out- 
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-Bradburn’s 


lined in Mr. Bradburn’s letter is 
precisely the type where we urge 
hospitals to disclose the informa- 
tion requested as routine matter; 
for, as he suggested in his letter 
(with a rhetorical question), the 
patient could not reasonably ob- 
ject to disclosure in such cases. 
The patient might very well have 
cause to object to failure to dis- 
close, since a settlement of his 
claim may depend on verification 
of his medical record: 

As a matter of administrative 
prudence, we suggested some lan- 
guage to be included in the ad- 
mission agreement which should 
be included in whatever form is 
used by the hospital to record out- 
patient visits as well. The lan- 
guage suggested specifically au- 
thorizes release of information to 
a workmen’s compensation Car- 
rier. See 
page 61. 

Another of our basic premises 


jis that the task of the insurance 


company could be made easier 
under the procedure we suggested 
with no risk of any kind to any- 
one. The hospital could use a re- 
laxation of consent procedures to 
negotiate concessions ‘in other 
areas of difficulty with insurance 
companies, such as their failure to 
use uniform claim forms and their 
increasing demand for itemization 
of the patient’s bill. The compen- 
sation carrier described in Mr. 
letter is far more 
likely to be easier to deal with on 
these and other problems, if the 
x-ray reports and any other part 
of the medical record is furnished 
them as a matter of course on re- 
quest. 

The record fee is a matter for 
negotiation between the hospital 
and the insurance company, but 
we have not seen significant dif- 
ficulties in this regard. 


Disaster kit: joint project 
TO THE EDITOR 
Dear Sir: 


My attention has just been 


‘called to our failure to acknowl- 


edge the origin of the disaster kit 
mentioned in Sister Gertrudis’ 
article published in the Septem- 
ber 16 issue of HOSPITALS. 

The kit described is one de- 
signed and executed by a com- 
mittee at Presbyterian-St. Luke’s 


Ls, Aug. 1, 1957, 


Hospital in Chicago. One of the 
committee members, who is also 
on the medical staff of our hos- 
pital—with the consent of the ad- 
ministrative authorities of Pres- 
byterian-St. Luke’s Hospital — 
was instrumental in making the 
kit available to us for duplication. 

We regret our inadvertent over- 
sight, and would appreciate a 
published acknowledgment of. the 
omission.—IRVING PERRILL, M.D., 
chairman, disaster committee, and 
chairman, publicity committee, 
St. Francis Hospital, Evanston, 
Ill., and M. GERTRUDIS, 
O.S.F., administrator, St. Francis 
Hospital. 


Introducing the authors 


(Continued from page 10) 


portation system in his article on 
p. 70. 

Mr. Wonnacott received a 
bachelor of sci- 
ence degree 
from the Uni- 
versity of Utah 
in 1931. Be 
then entered 
the field of 
hotel manage- 
ment and 
worked in the 
hotel field until 
he joined the 
Navy at the 
outbreak of World War II. 

Mr. Wonnacott spent four years 
in the service, the last two years 
in the Pacific Theater. He was 
cited for “meritorious action 
against the enemy” in the Saipan- 
Okinawa invasions. 

After the war, he became as- 
sociated with the Latter-Day 
Saints Hospital. Since that time 
Mr. Wonnacott has also assisted 
in coordinating activities of some 
of the other hospitals operated by 
the Church of Jesus Christ of 
Latter-Day Saints. 

A past president of the Associa- 
tion of Western Hospitals, Mr. 


MR. WONNACOTT 


Wonnacott is now serving on the 


AWH Council on Government 
Relations and Hill-Burton 
committee. He is also a member 
of the board and past president of 
Intermountain Hospital Service, 
Salt Lake City. He is also a dele- 
gate-at-large to the American 
Hospital Association. 
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CLEANER is recommended by leading flooring manufacturers to j C) Plecee have the Millyerd “Meinteineer 
keep their floors Conductive after installation. , call and demonstrate safe, easy main- 
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tenance of hospital conductive floors. 
No charge or 

C) Please send omplete information H-2 
on CONDUCTIVE FLOOR CLEANER. 


If disinfecting is required, Hillyard H-101 is 
recommended for use on operating room floors. 
Will not offect conductivity. 


GET THE FACTS on this amazing new Floor Cleaner pues 
MAIL COUPON TODAY 
Address 
Passaic, N. J. + San Jose, Calif. City State... 
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Newly born 


Recent clinical reports (J.A.M.A. 164:1331, July 20, 1957) have stressed 
the adequacy of low doses of water-soluble vitamin K analogs for infants 
and especially the undesirability of excess dosage in prematures. So you 
will be glad to know of these two new dosage forms of Synkayvite: 


Ampuls, ¥% cc, 1 mg, boxes of 12 and 100 
Ampuls, 1% cc, 2.5 mg, boxes of 12 and 100 
Still available are these familiar forms: 


Ampuls, 1 cc, 5 mg, boxes of 6, 25 and 100 
Ampuls, 1 cc, 10 mg, boxes of 6, 25 and 100 
Ampuls, 2 cc, 75 mg, boxes of 6 and 25 


Synkayvite administered routinely to the mother before delivery, or to the 
infant, is valuable, low-cost insurance against neonatal hemorrhage. 


Synkayvite similarly protects surgical patients — especially tonsillectomy 
and biliary tract cases — from the hazards of lowered prothrombin levels. 


Synkayvite is now available in convenient, color-break ampuls providing a 
full range of choice in dosage, according to the needs of prematures, full- 
term infants, older children and adults. 


Rocne Laporatories ¢ Division of Hoffmann-La Roche Inc * Nutley 10 « N. J. 


SYNKAYVITE® BRAND OF MENADIOL SODIUM DIPHOSPHATE U.S. P. 


HOSPITALS, J.A.H.A. 


for the Newborn 
26 


§ 


MERICAN 


4 
’ 
$ 4 
Mg 


editorial notes’ 


—guest editorial—hepatitis and hospitals 


For more than a decade, na- 
tional attention has been focussed 
on the chronic diseases. This is as 
it should be. Undeniably cancer, 
cardiovascular disease, arthritis, 
etc., are the most important na- 
tional health problems in terms of 
total ._ mortality .and_ disability. 
However, health authorities, re- 
search groups, hospitals and indi- 
vidual physicians must constantly 
guard against being lulled into the 
notion that communicable diseases 
have been “conquered.” 

We have only to observe the 
current threat of a. pandemic of 
influenza to be reminded that so 
long as an important communica- 
ble disease continues to exist any- 
where in this rapidly shrinking 
world, we cannot lower our guard 


for one moment. This is particu- © 


larly true for hospitals where daily 
we are reminded that relaxing our 
discipline can cost us dearly. 
Staphylococcus infections are one 
currently important case in point. 
Hepatitis is another. 

The discussion by National In- 
stitutes of Health clinicians which 
begins on page 50 of this issue 
demonstrates once again the im- 
portance that hospitals must at- 
tach to the hepatitis problem. 
Further, it emphasizes another im- 
portant fact that always needs to 
be er in mind. At the risk of 
oversimplification, this second fact 
may be summarized as follows: 

For every important ad- 
vance in medical science the 
possibility must be considered 
that it will also create new 
hazards for patients or hospi- 
tal staff or both. 
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For proof we need only to re- 
member that x-rays and radio- 
active isotopes can hurt as well 
as help; that antibiotics and 
steroids can cause severe reac- 
tions; that anesthetic agents can 
explode; and that blood can take 
as well as preserve life. 

The growth of serum hepatitis 
to the stature of an important 
problem, particularly in hospitals, 
parallels the growth in therapeutic 
use of blood and blood products, 
injections, and drawing of blood 


for diagnostic purposes. The evi- 


dence suggests that _ infectious 
hepatitis also may be spread by 
these same methods. 

Since these procedures are so 
frequent in hospital care, and since 
both forms of hepatitis are widely 
seeded in the U.S. population, they 
present a continuing problem to 
every hospital. Just. how severe, 
on a national scale, is difficult to 
say because of the lack of com- 
prehensive statistics. That unfor- 
tunate situations have occurred in 
individual hospitals can be ascer- 
tained by a cursory examination 
of the literature. That the poten- 
tiality exists every hour, every 
day, for every hospital to suffer 
an outbreak, or to create carriers 
who are a threat to others, should 
remain always in the consciousness 
—and conscience—of every hos- 
pital administrator, staff physi- 


cian, nurse and technician. 


Deaths from infectious hepa- 
titis have been reported to the 
U.S. National Office of Vital Sta- 
tistics since 1949 and infectious 
hepatitis, including serum hepa- 
titis, became a reportable com- 
municable disease in 1952. In the 
opinion of many experts a large 
proportion of deaths reported as 
infectious hepatitis actually are of 
the serum variety. The accom- 
panying table summarizes the cur- 
rently available national morbid- 
ity and mortality data. 

Taking 1953 as a “typical” year, 
we find 33,700 reported cases and 
821 deaths. As a cause of death 
that year, infectious and serum 
hepatitis exceeded well 
known illnesses as_ diphtheria, 
bacillary dysentery, infectious en- 
cephalitis, measles, streptococcal 
infections (including scarlet fe- 
ver),tetanus and whooping cough. 
It was exceeded among officially 
reportable communicable diseases 
only by meningococcal infections 
(1,325), poliomyelitis (1,450), tu- 
berculosis (19,544), and syphilis 
(5,273). 

The hepatitis viruses are ex- 
tremely resistant to inactivation 
by physical and chemical agents. 
Ultraviolet irradiation of blood and 
blood products is not completely 
effective, and none of the anti- 
septics commonly used in hospitals 
are capable of inactivating the 
virus. 


Extremely amounts of 


small 


- icterogenic material will infect the 


recipient; amounts so small in fact, 
that one infected donor can en- 
danger recipients of blood prod- 
ucts pooled from a large number 
of donors. Even vigorous washing 
and meticulous cleaning will not 
insure removal of infective ma- 
terial from lancets, syringes, and 
other skin-puncture instruments. 

It is estimated that between 
three and five in every thousand 
blood donors harbor serum hepa-— 
titis virus and about half of all 


(Continued on page 100) 


U. S. Reported Cases and Registered Deaths 
Infectious Hepatitis, Including Serum Hepatitis 


1949 1950 1951 


Cases 


Deaths 560 552 675 794 


1952 
— 2,820 7,349 17,428 33,700 50,093 31,961 19,234 


1953 1954 1955 1956 


821 821 841 
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plan with a common 


TRADITIONAL pattern of 
planning hospitals around 
specific methods of treatment is 
difficult to change. Large patient 
wards, so common until recent 
years, rigidly divided patient areas 
into nursing units with fixed bed- 
counts and specific patient classi- 
fication. 

This pattern of care, dominated 
by the large ward principle, is 
economically unsound. Almost 
empty wards can be found along- 
side other wards that are over- 
crowded because they house an- 
other category of patient, or 
another sex. Such low occupancy 
is still frequently encountered 
where this rigid pattern prevails 
and is responsible for an over-all 
low percentage of bed occupancy. 
An unbalanced and uneconomical 
use of space is inevitable. 

The rigid pattern of patient care 
also finds expression in complete 
structures strait-jacketed to suit 
prevailing treatment methods. 
Various aspects of patient care 
led to the development of differ- 
ently labeled hospitals, even 
though the space differences were 


not necessarily fundamental. For 


example, hospitals for the acute, 
chronic, tubercular, mental, can- 
cer, and other patient classifica- 
tions were developed. 

Despite telling arguments in 
favor of planning for flexible use, 


hospitals still continue to be built. 


Joseph Blumenkranz, A.ILA., is an 
architect and hospital consultant in 
New York: City. 3 
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a when planning a hospital for multiple use— 


To protect hospital facilities from 
premature “aging”, the author states 
that a common denominator in hos- 
pital planning should be found. He 
discusses construction features and 
space allocations that could help 
hospitals become flexible enough for 
multiple use. 


with rigid forms and _ interiors 
geared to specific techniques of 
medical care. These techniques 
were probably the last word at the 
time of planning, yet many tech- 
niques change so frequently and 
rapidly that it is not rare to find 
procedures already discarded upon 
completion of a building which 
was designed to accommodate 
them. For example, tuberculosis 
hospitals were planned around 
techniques of pneumothorax and 
thoracoplasty; yet both of these 
therapies were practically dis- 
carded in the interval of time 
which elapsed between the plan- 
ning and construction phases of 
many tuberculosis hospitals. 

The care of mental patients is 
likewise undergoing a_ radical 
change from previously estab- 
lished treatment criteria. Cus- 
todial care is giving way to thera- 
peutic procedures. Locked mental 
institutions are assuming new at- 
titudes toward the mentally ill 
tending away from the “security 
motif” and toward the “social 
motif”’. 

The following example will il- 
lustrate this point: It is stated in 
the July 1957 issue of the Archi- 


by JOSEPH BLUMENKRANZ_ 


tectural Forum that California’s 
state legislature’s assembly com- 
mittee on public health reports 
that tranquilizing drugs have 
started a trend away from the 
“maximum security” type of fa- 
cility and toward the ‘normal’ 
hospital facility. The report winds 
up by recommending that “major 
expenditures be postponed” until 
the full effect of tranquilizers on 
design is evaluated. 

One by one, communicable dis- 
ease hospitals are closing their 
doors. It is now a widely accepted 
practice to treat contagion in gen- 
eral hospitals using special isola- 
tion techniques. There is also a 
rising demand for including beds 
for long-term patients in general 
hospitals, away from the recent 
trend to independent “chronic hos- 
pitals”’. 


MEDICAL SUPERMARKET 


This obsolescence which engulfs 
structures built around specific ill- 
nesses and treatment methods 
should direct hospital planners 
toward the “medical supermarket” 
in which every type of patient care 
can be given. In other words, we 
should begin to look for the com- 
mon denominator of patient care 
areas. Such a common denomina- 
tor should make it possible to 
house and treat patients regard- 
less of category of illness, regard- 
less of sex, and without a rigid 
concept of a “nursing unit’. 

With such a hospital as an ob- 
jective it is timely to think in 
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terms of bed areas servieed from 
“nursing posts”’. Patients are as- 
signed to these areas on ‘the basis 
of degree of needed care, physical 
distance from bed to} nurse, etc. 
Such a patient care Will Te= 
sult in a great deal of ‘flexibility 
of use and in a far greater per- 
centage of bed utilization than is 
now: possible in most hospitals. 

When looking for the common 
denominator it is necessary to 
search out the special spaces and 
features which are applicable to 
a full range of diseases and treat- 
ments. This may require more 
liberal than average space allow- 
ance;@jn the other hand such an 
increase in area and expense will 
be the insurance premium against 
possible obsolescence of the entire 
facility. 


FEATURES PAY OFF 


The following are a few of the 
features which, though initially 
representing an added cost, will 
in the long run pay off handsomely 
in materially reducing the chances 
of obsolescence: 

@® Fewer beds per room and 
toilets in each room. 

@ Ample space between and 


around beds to make them suitable — 


for acute, chronic or paraplegic 
patients. 

@ Waterclosets and 
with adequate surrounding space 
and with proper fittings suitable 
for use by all patient categories. 

@ Wide doorways throughout, 
including doors to toilets, baths, 
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perimeter in relation to area 
| high heating and cooling cost me 


BLOCK SHAPE 


minimum perimeter. 
maximum area 


low heating and cooling cost 
no rigid nursing units 
and all other areas used by. pa- 
tients. 
@® Glazing of partitions above 
bed height between patient rooms 
— possibility for curtaining off 


both sides) to facilitate in- 
nursing care wherever de- 


sired. 

@® Recreation and visiting areas 
designed for ambulatory dining. 

@ Separate visitors’ rooms that 
can be used for social service in- 


terviewing, prolonged stay by 
visitors, or family-doctor confer- 
ences. 


@ A full range of patient bath- 
ing facilities including a spacious 
all purpose shower (large enough 
for wheel chair or stretcher), a 
slab bath, a sitz bath, a high tub, 
and a low tub. 

® Glazing of private rooms with 
tempered glass to make them 
available for disturbed or deliri- 
ous patients. 

@® Corridors so shaped as to en- 
able nurses to observe corridors 
without leaving the nurse’s station. 

@® Handrails along corridors to 
serve as wall guards and grabrails 
for patients. : 

® Folding partitions for flexible 
space utilization. 

In addition to these special fea- 
tures and space allocations 
the common denominator should 

- find expression in an architectural 
form made possible by modern 
technology. Most so-called modern 
structures derive their shape from 
a corridor flanked on each side by 
rooms enclosed by exterior walls. 


. thin, 


These ere determined in 
the past by the need for natural 
light and a provided by 
windows punched into the exterior 
Walls, Even the newest hospitals 
mg out with tunnel- 
like and long stretches 
of exterior walls. 


NEW SHAPES OF BUILDINGS 


Today, air conditioning opens up 
new vistas of planning, points to 
new shapes of structures, permits 
new and better space relationships 
between patient and service areas. 
(See illustrations. above.) The 
slab-shaped hospital plan 
that evolved from the quest for 
light and ventilation can now be 
converted to a block-shaped plan. 
Consequently many past and cur- 


| rent concepts of first cost and of 


maintenance budget, will have to 
be drastically revised. 

Less expense for exterior walls 
and fewer windows, elimination of 
window screens, less cost of win- 
dow washing—just to- mention a 
few factors—vwill be weighed 
against added cost of the air con- 
ditioning plant and its operation. 
Interiors free of grit and soot, and 
greater comfort for patients and 
personnel will result: 

The sooner architects, adminis- 
trators, finance committees and 
budget makers seriously consider 
the common denominator in hos- 
pital planning the sooner will we 
have hospitals flexible enough for 
multiple use and less susceptible 
to premature obsolescence. s 
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-ISITS TO the dentist in the ab- 
V sence of pain, swelling, injury 
or deformity are more common 
than visits to the practitioner of 
general medicine for comparable 
purposes. This being the case, the 
dentist working at the hospital 
has educational opportunities of 
which the hospital should take 
advantage. 

Dentistry, however, is still con- 
sidered an office specialty which 
requires special dispensations 
when hospital care is indicated. 
The dentist’s “patient”? is not re- 
garded as “sick” in the accepted 
(hospital) sense of the term, yet 
he has local signs and symptoms 
which may have general conse- 
quences and which require diag- 
nosis, therapy and rehabilitation. 
Many hospitals still act as if they 
expect the patient to wait with 
his dental requirement until his 
other illnesses are cured and he 
has left the hospital. 

That hospitals do not make use 


of the educational opportunities 


presented by dentists in many in- 
stances is due to two basic reasons: 

The first is the cost, which may 
be prohibitive on superficial con- 
sideration. The ‘‘general”’ hospital, 
by definition if not by activity, 
however, is supposed to embrace 
all of the specialties comprehen- 
Sively, on a group-practice basis, 
regardless of cost. Dentistry, 
therefore, including its preventive 
possibilities, should not be ex- 
cluded from a general hospital’s 
program of work. 


PRIORITY OF SERVICE 


The second reason for the omis- 
sion of a dental program is the 
traditional preoccupation of the 
hospital with specialists who deal 
with patients of a less ambulatory 
‘and more urgent nature which 
compel priority of service. The 
response of the so-called ‘‘acute” 
general hospital is im proportion 
to its interpretation of the pres- 
sure of urgency and. its visible 


E. M. Bluestone, M.D., is a consultant 
in organized medical care, New York City. 
This article is adapted from a talk pre- 


sented to the Second Dental Education ~- 


Workshop in’ New York City, April 1957. 
The speech appears in the November issue 
of the New York Journal of Dentistry. 


30 


The author discusses mutual ad- ~ 


vantages that can result from accept- 
ance and integration of the specialty 
of dentistry into hospitals. He also 
outlines basic principles for this edu- 
cational relationship, emphasizing the 
personal teaching which can be pro- 
vided in the hospital environment for 
dental and other students. 


consequences. For this reason the 
really “acute” dental patient can 
always get a temporary hospital 
response, even if the general phy- 
siclan or surgeon has to extract 
the offending tooth himself. How- 
ever, where no follow-up exists, 
the patient is left a dental cripple. 
Happily, we are now coming into 
an era when “acute” and “‘chronic” 
will be integrated on a continuing 
basis and this development will 
undoubtedly facilitate the estab- 


‘lishment of dentistry on a par with 


the other specialties of the hos- 
pital. We know now that prolonged 


‘illness is really an acute problem 


and this holds for all nonurgent 


illness, 
‘Granted, then, that dentistry 


the hospital's 
contribution 


to dental education 


by E. M. BLUESTONE, M.D. 


has: 1) additional possibilities for 
a hospital program of preventive 
medicine, and 2) a rightful place 
among other hospital specialties— 
what can dental education gain 
from a hospital affiliation? The 
hospital contribution to dental 
education can be twofold: First, 


the purely medical or dental con-— 


tribution, which is inclusive and 
largely technical in nature, deal- 
ing with nonambulatory patients 
for the most part (at least in the 
hospital proper); and, second, the 
social contribution, which is now 
considered inseparable from the 
mechanical, technical or scientific 
contribution. The modern general 
hospital here too combines the 


“social” and the “medical” points 


of view on an integrated, stereo- 
scopic, basis. 

The educational possibilities of 
the general hospital with relation 
to dentistry are increasing. -No 
hospital can now stultify itself by 
the exclusion of dental service. No 
hospital can leave itself open to 
an accusation of neglect when 
dentistry has so much to offer in 
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the urgent as well as nonurgent 
phases of its work. 


PARALLELS MEDICAL CARE 


This, then, is the first educa- 
tional lesson that the hospital can 
provide for the student of dental 
care. It is frankly a social lesson 
from which all else flows. It. is 
not enough for the hospital to 
provide technical education for 
the student, it must exhibit the 
object lesson (a) from the point 
of view of its environmental (so- 
cial) surroundings in health and 
disease, and (b) from the point 
of view of related physical and 
perhaps mental illnesses. For. or- 
ganizational purposes, dental care 
parallels medical care in relation 
to poverty. | 

The outpatient department of 
the hospital is more closely re- 
lated to the work of the dentist 
in his private office, but it has the 
educational advantage of being in- 
tegrated with an inpatient depart- 
ment, so that dental care can be 
continuous either when the reason 
for inpatient admission is (a) 
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primarily dental, or (b) depend- 
ent on other nondental causes. 

‘The dentist as a potential teach- 
er must be assigned a place on the 
attending staff of the hospital com- 
parable to the place long ago pro- 
vided for his nondental colleagues. 
Furthermore, he :must, like the 
general practitioner, be exposed 
constantly to the educational 
benefits of hospital medicine which 
are obtainable in no other way. 
This educational requirement is 
elementary and, if met, it can 
go a long way to help physician, 
social worker, and patient as well 
as dentist. 


BASIC PRINCIPLES 


Assuming that all of this is ac- 
cepted by the hospital, what should 


the educational program for the 


dental. student of any age look 
like? Within reason, as well as 
within budgetary limitations (re- 
ferring here to over-all costs on 
a’ community-wide basis, taking 
modern principles of public health, 
preventive medicine, . therapeutic 
medicine, and rehabilitation med- 


icine, into consideration) the ed- 
ucational relationship between 
hospital and dentist should be 
planned along the following basic 
principles: 
The educational function of 
® the hospital should be broad- 
ened at the earliest possible mo- 
ment, and with deliberate speed, 
to include the student of dentistry 
at all stages of his development. 
We have a precedent here to guide 
us in the educational program of 
the hospital for general and spe- 
cial medicine and surgery, of 
which oral medicine and surgery 
must be considered an inseparable 
part. In actual practice, the proc- 
ess of integration involves a col- 
laborative effort in which dentistry 
offers to all other specialties what 
they now offer to each other. So 
long as the dentist leans heavily 
on logic and recent medical his- 
tory, he will succeed in this effort. 
He will fail once more if he per- 
mits himself to be classified as a 
less vital personality who can be 
relegated to a minor position on 
the team. Successful cooperation, 
exhibiting equality of opportunity 
for productive effort and achieve- 
ment, has been discovered thus far 
only in those hospitals where there 
is mutual respect, and apprecia- 
tion for work well done. When the 
dentist emerges from the shadows 
and moves confidently toward the 
light, he is more likely to be rec- 
ognized and invited into the group 
as an equal partner. 
The dentist, like everyone 
© else, must remember that ed- - 
ucation exerts a two-way influence 
which depends more on stimula- 
tion and inspiration than on the 
transmission of factual knowledge. 
The teaching hospital, which we 
seek here, is the superior hospital, 
and this claim is largely based 
on the fact that the patient is 
much better off when the critical 
student is around to ask questions, 
to compare what he is told about 
a specific case with what he has 
learned from textbooks and from 
other teachers, and to keep the man 
with superior knowledge on the 
alert against errors of omission and 
commission. The teaching hospital 


31 


* 
3 3 
2 
% 
= 
i 


depends on two pedagogic factors: 
(a) the productive interaction of 


student and teacher, and (b) the 


interaction of specialist and spe- 
cialist. This in °-turn involves 


specific dental education of a kind ' 


that the hospital can impart so 
well because of its special oppor- 
tunities already outlined, as: well 
as the availability of a wide vari- 
ety of “clinical material’ subject 
to study by experts with the help 
of extensive and diverse labora- 
tories, libraries, and _ specialist- 
colleagues’ who constitute the 


group. It.also involves education. 
in which the dentist becomes a_. 
teacher not only for specific den» ° 


tal purposes, but also fér his non- 
dental ‘colleagues who need” his 
consulting skill as much as_he 
needs theirs. Participation in com- 
prehensive’ clinical conferences is 
one way of accomplishing this 
-purpose. Membership on the med- 
ical board is another. Participa- 
tion in the work..of scientific 
committees as, for example, on. 
education and on research, is a 
third way. 
The value of full-time service 
® in certain.clinical positions of 
the hospital must be appreciated 
uniformly in all specialties. What 


is good for medical education and 


research, apart from. clinical. rou- 
tine, is equally good for dental 
education and research. Teaching 
time, space, equipment, energy 
and expenditure are as much.re- 
quired? and by the same process, 
in one specialty as in another. The 


chief of dentistry too must be 


available to the student on an 
“open house” basis and full-time 
service, should be provided for on 


a par with all other specialties. 


There is no substitute for the 
.#¢ personal type of teacher. The 
textbook is impersonal as well as 
a time-saver (for the teacher if 
not for the student) and is partly 
responsible for the failure of 


many a man who has been pre-- 


pared for his profession as a 
routinist and has not been taught 
how to think for himself, how to 
adjust his knowledge to the re- 
quirements of each new case and 
how to take reasonable risks. The 


' teacher, unlike the textbook, can 
inspiring and 


stimulate the 
student to original activity. Teach- 


ers, therefore, should be at a pre- 


mium when dental staffs are or- 
ganized in hospitals, or adjusted 
to meet changing requirements. 
This, however, is another way of 
impressing on the hospital the fact 
that the same pedagogic principles 
prevail for the teacher of den- 
tistry as for the teaching of any 
other, medical specialty. Teaching 
by proxy, where the chief dele- 


7 gates this function to junior mem- 


bers of his staff, is wholly de- 


pendent on the teaching quality 


of the men so selected. As a gen- 
eral principle in hospital practice, 
no one who has useful knowledge 
to impart, should deny himself to 
the student. The personal touch in 


pedagogy in general has no equals © 


and no competitors. The teacher 


NOT WORDY 
We are attaching hereto... 
There is enclosed for your 
information .. . 
| have before me your letter of ... . 


—the ‘slim look’ for letters, too 


The Veterans Administration, in the pamphlet, You Meet the Public, 
advises that needless words and information be avoided in writing letters. 
The following frequently used phrases should be— 


Attached is (or) here is 


Enclosed is (or) here is 
(This opening is pompous, use 


BUT TRIMMED DOWN 


another.) 


| should like at this time to state. . . 
duly received 
. a high degree of perfection 


We are in receipt of ... 
Please arrange to return... 
We are not in a position to... 
We will take steps to... 


(Don‘t announce it, just say it.) 

received (How do you duly receive?) 

perfection (Absolutes do not require 
qualification.) 

We received ... 

Please return... 

We cannot... 


We will... 


must be as personal to his student 
as he is to his patient. 
Budgetary allowances must_ 
® be made in hospitals in ac-— 
cordance with relative need in the 
light of the new understanding on 
the subject of clinical urgency. 
This involves not only a good staff 
of dentist-teachers, it includes the 
tools which make them successful 
practitioners, and the space in 
which to work comfortably for the 
man in the dental chair as well 
as the one who serves him. Dental 
care parallels medical care in its 
dependence on financial sources of 
hospital supply and these are (a) 
patient sources, including third- 
party payments for service to pa- 
tients of which the dentist would 
do well to take special note be- 
cause it involves a spreading of 
the financial risk in accordance 
with the best principles of modern 
prepaid health insurance (b) vol- 
untary (philanthropic) sources, 
which help to make good the defi- 
cit and provide, additionally, ex- 
tra-budgetary funds for the study 
of promising scientific leads and 
(c) public sources, derived from 
taxation, to make good the ulti- 
mate deficit and keep the dental, 
as well as all other projects, 
solvent. 
All of this means that what is 
good for general medicine and 
surgery is good for special medi- 


-cine and surgery, including den- 


tistry. There is doubtless a heavier | 
burden on philanthropy and public 
funds for the maintenance of good 
dental service in hospitals and 
their outpatient departments, since 
ordinary dental care with which 
we are accustomed is still the pre- 
rogative of the one who can pay. 
for it. This situation, does indeed 
point the way toward some form 
of dental insurance to supplement 
philanthropic and public funds. 
The art of teaching must be 
® applied wholeheartedly in 
support of the science of dentistry 
in hospitals to the end that this 
specialty will be understood and 
recognized for its contribution to 
human welfare. This involves the 
graduate as well as undergraduate 
student, inasmuch as it serves not 
only for the improvement of rou- 
tine techniques, but also for the 
final establishment of dentistry on 
the plane that it belongs within 
the hospital and elsewhere. . 
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(ABOVE) A male volunteer, who spends Sunday afterneen in the boys ward at 


Lexington Shriners Hospital, shows the hospital's social service director a 
model carriage he and Bobbie W. have made. Both volunteers and staff pay 
special attention to those children who do not have visitors on Sunday after- 
noon to diminish feelings of loneliness or rejection. (RIGHT) Even little girls 
feel better when they look pretty. This volunteer, a licensed beautician, gives 
part of her off day to patients like Linda E. at Lexington Shriners Hospital. 


‘structuring volunteer activity gives— 


a perfect fit 


for the volunteer program | 


by FLONNIA TAYLOR and ELEANOR BAIRD, R.N. 


Bares: BEE WAS a typical case 
in Lexington Shriners Hospi- 
tal. A partially paralyzed seven- 


year-old, he had never been per- 


mitted to do anything for himself. 
He had never played with children 
his own age. 

After seven years of overpro- 
tection, it was small wonder that 
this little boy was a_ behavior 
problem during his hospitaliza- 
tion. He was demanding and de- 
structive; he fought other children 
because he did not know how to 
play. He destroyed toys because 
-he was angry with himself for not 
being able to do what was ex- 
pected of him. * 

After a number of weeks in the 
hospital, during which surgery 
was performed and braces fitted, 
he was discharged proudly walk- 
ing. He was more proud, however, 
of his ability to dress himself, to 
Flonnia Taylor is director of social serv- 
ice and Eleanor Baird, R.N., is adminis- 


trator, Lexington Shriners Hospital for 
Crippled Children, Lexington, Ky. 
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The volunteer program at Lexing- 
ton (Ky.) Shriners Hospital for 
Crippled Children is as carefully in- 
tegrated into the total hospital pro- 
gram as is the nursing program, the 
authors state. They discuss how this 
“structured” volunteer activity is 
achieved through recruiting, train- 
ing, and orientation. | 


participate in games with other 
children, especially to catch a ball 
of which he had been terribly 
afraid. ‘““Let me catch it’, he yelled 
to his mother when the worker 
threw the ball to him to show her 
how well he was doing. 

The volunteer staff, supplement- 
ing regular staff, was a major 
factor in this metamorphosis. They 
gave Johnny special attention and 
help in recreation, in social serv- 
ice and in ward activities until he 
became as adequate as other 
seven-year-old boys. He went 
home a different child emotionally 
as well as physically. 


To do the type of work that the 
volunteers did with Johnny Bee 
requires a “know how’ that can be 
attained under careful direction. 
At Lexington Shriners Hospital 
the volunteer program is as care- 
fully ‘“‘structured”’ as the nursing 
program to fit into the over-all 
purpose of the hospital. All hospi- 
tal activities, including the volun- 
teer program, are geared to re- 
habilitate the total child, not just 
his physical body. | 

This type of program requires a 
person-to-person type of relation- 
ship to substitute for parents, rela- 
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tives, and others in the environ- 
ment where a child normally lives. 
While the nurses and other pro- 
fessional staff members share as 
substitute parents, they have so 
many professional duties to per- 
form for all the children they can- 
not give to each child, especially 
an emotionally upset child, all the 
attention he can profitably use. A 
well-trained volunteer can be of 
real service in this connection. 


RESPONSIBILITY FOR PROGRAM 


To be “structured’’, or to fit into 


the total hospital program in this _ 


manner, a volunteer program must 
have good leadership, and care- 
fully planned direction. One per- 
son should have responsibility for 
directing it, or a group of respon- 
sible staff-members can work to- 
gether as a team and successfully 
use a largé number of volunteers 


without the additifnal expense of 
a paid director. In a small hospi- 
tal this is an important factor. 
When the areas in which volun- 
teers can be used are decided upon, 
it is necessary to decide who will 
be responsible for supervising 
each volunteer. In Lexington 
Shriners Hospital, there was a 
need for volunteers in the house- 


. keeping and sewing department, 


‘in the recreation department, and 
ingthe social service department. 
As.the programs in these depart- 
ments matured, other departments 
asked for volunteer help. Now 
there are volunteers in the physi- 
cal therapy department, occupa- 
tional therapy department, clerical 
section, nursing department, in 
preschool education, as music in- 
structors in the school, in enter- 
tainment, and in general ward 


. -activities. Each volunteer is super- 
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vised by a staff member in the 
section in which she works. 


VOLUNTEERS RECRUIT 


Another important factor in hav- 
ing a “structured” volunteer pro- 
gram is the plan of recruiting, se- 
lecting, and training volunteers. In 
a small community the best type of 
recruitment program is that carried 


out by satisfied volunteers. A half © 


dozen experienced volunteers can 
increase their number many times 
within a year. The usual media of 
civic communication such as news- 
papers, radio and television must 
not be overlooked. A public rela- 
tions pregram in which a hospital 
employee. is used as a_ public 
speaker to various groups to in- 
terpret the program usually brings 
applicants for volunteer work. 
All applicants, however, may 
not be accepted and rejection must 


be diplomatically handled if the 
total program is not to suffer. For 
instance, a highly emotional or 
mentally disturbed person may 
feel he will receive help in his 
own problem in his effort to help 
others. It is necessary to direct this 


type of person away from the pa- . 


tient contact. Usually there is 
something else in the hospital that 


~ ean be offered to him. 


A certain number of hours per 
week is required of each volunteer 
for six months. Lexington Shriners 
Hospital requires two hours per 
week because its activities are set 
up in two hour units. Volunteers 
cannot come to the hospital when 
they choose, but must conform to 
those hours selected as their regu- 
lar periods in the hospital. 

This requirement of organized 
time provides a minimum inter- 
ruption to hospital routine. It also 


provides volunteers with the feel- 
ing that they are accepted as staff 
members with certain responsi- 
bilities they are expected to meet. 
When volunteers cannot attend 
they are expected to notify the 
hospital just as paid staff members 
would do, so that substitutes can 
be obtained. (A volunteer is not 
allowed to find a substitute, how- 
ever.) Another requirement of all 
volunteers is attendance at a 
workshop or orientation course 
before attempting to do any serv-- 
ice within the hospital. 


TRAINING PROGRAM 


To integrate volunteer activities 
with paid staff efforts requires 
much planning and a great deal 
of effort on the part of several 
staff members at Lexington Shrin- 
ers Hospital. Results, however, 
have proved the value of this ap- 


(LEFT) Volunteer advisor at Lexington Shrin- 
ers Hospital presents a uniform to a member 
of the volunteer training course during 
graduation ceremonies. (RIGHT) Even though 
the food at this tea party is ‘‘just pretend’’, 
Debbie N.’s need for love and attention is 
being well filled. Volunteer activities such 
as this are integrated into the whole therapy 
program at Lexington Shriners Hospital. 


proach. When the program was 
first started at-the hospital, each 
volunteer was instructed indi- 
vidually. As the volunteer pro- 
gram increased in size, training 
was set up for groups and given at . 
specified intervals during the year 
—usually in the fall and in the 
spring. The course has now been 
divided into a minimum of four 
sessions and is called “Toward a 
Satisfying Experience’’. 

The first session of the orienta- 
tion course is devoted to a period 
of getting acquainted with each 
other and with the hospital. A 
tour, movies, and discussion are 
used in this session. Session two 
includes presentation of work in 
various sections where volunteers 
may serve. These presentations 
usually include a discussion of the 
work by representatives of the 
paid staff in that section, and per-— 
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haps a demonstration of the work 
either in the section or by bring- 
ing some of the children into the 
meeting. There is time for ques- 
tions and discussion in an informal 
way. Sometimes this part of the 
training. requires two sessions to 
allow enough time for volunteers 
to become familiar with volunteer 
activities. 


DO’S AND DON’TS GIVEN 


At a third session, entitled “It 
Pays to be Cautious’’, members of 
the nursing staff interpret or in- 
struct in certain areas such as the 
use of wheelchairs, protection of 
braces, things to know about beds, 


are in traction. These ‘‘do’s and 
don’ts” with crippled children are 
given as a base for future super- 
visory conferences. No newcomer 
can remember all of the sug- 


gestions and helpful hints that are 
given in the training course, but 
such suggestions frequently stimu- 
late the volunteers to ask for more 
help in certain areas as they be- 
come accustomed to the hospital. 

In the last session, the volun- 
teers are encouraged to discuss the 
qualities of an efficient staff mem- 
ber. In the last training course the 
group brought out such traits 
“love of children’’, patience, toler- 
ance, self-awareness, understand- 
ing of the child, dependability, ac- 
ceptance of the responsibility of 
authority without becoming au- 
thoritative, ability to wisely place 
limits and particularly the use of 
honesty in all relationships with 
the patients. 

In the final session also the 
volunteers choose individual pro- 
grams and list the days and hours 
they plan to be in the hospital. 
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especially beds in which patients. 


They are informed about the 
registration book in which they 
keep an account of their time and 
make notes regarding their work. 
They also learn about persons to 
whom they may make complaints 
or requests. They meet their super- 
visors and are informed of their 
first appointment for duty. 


PAID STAFF ORIENTED 


It is extremely important for 
volunteers to have guidance and 
supportive help during their first 
few days on duty. The staff who 
supervises volunteers, therefore, 


also profits from an “orientation 
to volunteers’. In orienting the 


staff to volunteers, one session may 
be sufficient, especially after the 
staff has had experience in work- 
ing with them. Any person on the 
staff who supervises a volunteer 
should know something about that 
volunteer as a person, about the 
motivation back of the offer of 


service, and about some of the ex- 


pectations which the volunteer has 
regarding the experience. 

It is usually necessary to pro- 
vide some office space, equipment 
and uniforms for the volunteer 
just as for paid staff members. One 
room at Lexington Shriners Hos- 
pital is provided in which toys are 
kept for the volunteers to select 
for their play with children.. In 
that room there is a desk and writ- 
ing materials so that the volunteer 
may make notes of observation. 


ACCOUNT OF SERVICE HOURS 


Volunteers are expected to regis- 
ter in and out so that the hospital 
has an accurate account of their 


hours of service. From this regis- 


tration book, the hospital also ob- 
tains the. necessary material for 
honors and recognition. They have 
a system of presenting a uniform 
at the end of the training course, 
a uniform emblem at the end of 
100 hours of service, with a bar 
for each additional 200 hours. For 
1000 hours, a special pin has been 
created and this gift is presented 
to volunteers in a_ recognition 
ceremony. Annually a card that 
may be carried in the purse is 
presented with a notation of the 
number of hours that person has 
given to the hospital during that 
year. 

Staff meetings for volunteers are 
as necessary as for regular staff. 


It is difficult to have meetings in 
which all volunteers attend be- 
cause of their own busy personal 
lives. Successful staff meetings for 
volunteers, however, are held 
about twice a year. These meet- 
ings are helpful to the director of 
the volunteer service as well as 
to the volunteers because at these 
times many suggestions are voiced 
which otherwise would never 
reach the director. 

Volunteers are invited to regu- 
lar staff development programs 
within the hospital. Many of them 
have attended movie programs as 
well as sessions in which the hos- 
pital’s consulting psychiatrist dis- 
cussed human development. Most 
of the volunteers have been inter- 


~ ested in reading lists and have 


borrowed materials which would 
help them to understand the type 
of children with whom they are 
working. Many of the experienced 
volunteers attend the workshops 
for-new volunteers and participate - 
by discussing their experiences 
within the hospital. 


SOME PROBLEMS 


One of the chief problems en- 
countered at Lexington Shriners 
Hospital involved the relationship 
between volunteers and paid staff 
members. Volunteers frequently 
are envious of the professional 
status of paid staff members, while 
staff members on the other hand 
are frequently envious of volun- 
teers because they. may render 
service in the hours they choose 
and have sufficient income to per- 
mit them to work without thought < 
of monetary remuneration. 

This problem diminishes as in- 
terpretation regarding each side is 
given by the administration and 
the director of the volunteer pro- 
gram. It also diminishes as the 
staff begins to feel a share in the 
responsibility of training and us- 
ing volunteers. Volunteers become 
less critical of the work of the 
staff after an explanation of the 
reasons for certain routines or be- 
havior on the part of the paid 
staff. To bring about this process of 
communication between the volun- 
teer staff member and the paid 
staff member requires patience, 
time, and great effort on the part 
of the administration and all those 
participating in supervision of 
volunteers. 
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HE COST OF staying modern is 
high for hospitals. And, with 
construction costs continuing to 
climb, the cost-is getting higher all 
the time. Projections from a re- 
cently completed survey, for ex- 
ample, indicate that almost half 
(48 per cent) of all existing hos- 
pitals in this country need some 
form of modernization. Total cost 
of this modernization is conserva- 
tively estimated at $1 billion. 
These figures are based on sta- 
tistics obtained in a survey of 
modernization needs in existing 
American Hospital Association committee studies ... hospitals undertaken by the Amer- 
ican Hospital Association* in 


Frank S. Groner, F.A.C.H.A., is 
administrator, Baptist Memorial Hospital, 
Memphis, Tenn. 


hospital modernization needs na 
; supervised by the AHA’s Committee on | 
' Modernization and Renovation. Members 
of the Committee were Frank S. Groner, 
chairman, Lester E. Richwagen, Hal G 
Perrin, and Kenneth Williamson, secre- 
survey were categorized an tabulated 
by FRANK S. GRONER, F.A.C.H.A. by the Public Health Service. 


table 1—Reported modernization needs and cost totals for all hospitals responding to the survey by type 
of ownership and size of hospital 


1 Hospitals needing Modernization cost 
| Total modernization reported 
Type of ownership responses Average 
and size of hospital to survey Per cent of total No. of cost per 
Number Amount hospital 
Total, all hospitals 2,634 1,331 | 50.5 1,265 $395,480,000: $313,000 
Less than 25 beds | 218 | 62 | 28.4 57 2,020,000 35,000 
25— 49 | 551 | 206 | 37.4 192 9,827,000 51,000 
50— 99 | 694 | 335 | 48.3 320 38,821,000 121,000 
100—199 : 614 | 363 | ~ 341 80,194,000 235,000 
200—299 | 256 | 160 | 62.5 | 156 58,409,000 374,000 
300—499 115 | 75,808,000 659,000 
500 and over - 136 | 86 63.2 | 84 | 130,401,000 1,552,000 
Nonprofit, total 1,762 1,024 58.1 | 974 270,546,000 | 278,000 
Less than 25 beds 97 | 39 | 40.2 | 36 1,758,000 49,000 
25— 49 308 | 143 | 46.4 | 7,796,000 59,000 
50— 99 493 | 260 | 52.7 | 249 31,199,000 125,000 
100—199 | 48] | 310 | 64.4 293 71,429,000 244,000 
200—299 | 218 | 144 | 66.1 140 53,856,000 385,000 
300—499 | 13] | 100 76.3 96 67,320,000 701,000 
500 and over | 34 | 28 | 82.4 27 37,188,000 1,377,000 
Proprietary, total | 245 | 66 | 26.9 59 3,519,000 60,000 
Less than 25 beds = | 12 14.5 10 158,000 16,000 
25— 49 93 26 28.0 25 899,000 36,000 
50— 99 | 45 19 42.2 18 1,423,000 79,000 © 
100—199 | 20 | 7 
200—299 | 3 2 37.5 6 1,039,000 173,000 
300—499 | ] — 
500 and over | 
Government, total | 627 ~~ 241 38.4 232 121,415,000 523,000 
Less than 25 beds | 38 | 11 28.9 os fo 104,000 10,000 
25— A9 | 150 | mF 24.7 34 1,132,000 33,000 
50— 99 156 | 56 35.9 | ko 6,199,000 117,000 
100—199 | 113 | 46 40.7 44 8,184,000 186,000 . 
200—299 | 35 414 40.0 14 4,095,000 293,000 
300—499 | a 19 57.6 19 8,488,000 447,000 
500 and over | 102 58 56.9 - 57 93,213,000 1,635, saul 
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table 2—Projected national needs and costs for modernization! for all hospitals in the United States and 
territories by type of ownership and size of hospital (excluding federal hospitals) 


Projected modernization needs 
All nonfederal 
Type of ownership hospitals, Hospitals Costs 
and size of hospital United States 
and territories? Per cent of total Per cent of total 
| Number U.S. needs Amount U.S. needs 
Total, all hospitals 6,640°* 3,168 100.0 $990,300,000 100.0 
Less than 25 beds 1,036 294 9.3 10,400,000 1.1 
25— 49 1,620 606 19.1 31,000,000 _- a 
50— 99 1,525 737 23.3 89,400,000 9.0 
100—199 1,207 713 22.5 167,700,000 16.9 
200—299 492 308 9.7 115,300,000 11.6 
300—499 334 7.6 158,900,000 16.1 
500 and over 426 269 8.5 417,600,000» 42.2 
Nonprofit, total 3,462 2,042 64.5 523,200,000 52.8 
_ Less than 25 beds 335 152 4.8 8,200,000 0.8 
25— 49 719 353 11.1 21,700,000 2.2 
50— 99 504 15.9 65,100,000 6.5 
100—199 843 563 17.8 139,800,000 14.1 
200—299 363 253 8.0 99,500,000 10.1 
300—499 | 214 5.4 125,700,000 12.7 
500 and over on 47 ta 63,200,000 6.4 
Proprietary, total 1,342 365 11.5 21,200,000 2.1 
Less than 25 beds 529 86 y FF 1,600,000 0.2 
25— 49 499 148 47 5,600,000 0.5 
50— 99 220 95 3.0 7,700,000 0.8 
100 and over 94 36 1.1 6,300,000 0.6 
Governmental, total 1,836 761 24.0 445,900,000 45.1 
Less than 25 beds 172 56 1.8 600,000 0.1 
25— 49 402 | 105 3.0 3,700,000 0.4 
50— 99 372 138 4.4 16,600,000 1.7 
100—199 286 120 3.8 22,700,000 2.3 
200—299 117 50 1.5 14,900,000 1.5 
300—499 117 70 2.2 33,000,000 3.3 
500 and over 370 222 7.0 354,400,000 35.8 


= jections are based on size of hospital. The projected number of hospitals were obtained by multiplying the per 
ome of spitals in the survey that needed modernization in each size category times the total nonfederal hospitals in the 
United States and territories. e cost projections were obtained by multiplying — average cost per hospital in each size 
category times the projected number of hospitals. Minor adjustments have he made for the projections in other categories 
so that all figures add up to the totals by size. 

“Figures tabulated from records of the AHA as of 1954. 

aA total of 6,660 nonfederal hospitals in the United States and territories were reported by the AHA for 1954. Data shown 
here do not include 20 of these hospitals for which detail data were not available. 

bThe average size of hospitals in the survey that were in the ‘500 beds and over” size group was 1,474 beds per hospital, as 
compared to the national average for the same size Bk pe of 1,909 beds onde areas tal. If oliustment were made for this under- 
representation of beds, then $125 million would be added to the projected cost 


This article highlights data com- 


piled in a recent survey of modern- 
ization needs in existing hospitals 
in this country. The study was under- 
taken by the American Hospital As- 
sociation’s Committee on Moderniza- 
tion and Renovation. The complete 
findings of this study will be pub- 
lished in a monograph by the AHA 
later this year. 


1956. More than 2600 member 
hospitals of the AHA contributed 
data to the survey. All sizes, types 
(with the exception of federal 
-hospitals), and ownership groups 
were included in the sample. All 
geographical regions within this 
country were also represented. 
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As expected, more moderniza- 
tion needs were reported from 
older hospitals. New England, for 
example, with its large propor- 
tion of older hospitals, had 65 per 


- cent of its reporting hospitals in- 


dicate a modernization need. The 
West South Central region, with 
many Hill-Burton ‘hospitals less 
than 10 years old, reported only 
a 33 per cent modernization need 
among those hospitals responding. 

A tally of modernization needs 
by size of hospital indicated a big- 


“ger percentage of need among 


large hospitals. This tendency was 
apparent for proprietary and gov- 
ernment nonfederal hospitals as 


well as for nonprofit hospitals. 

The highest average need per 
hospital was recorded for the Mid- 
dle Atlantic and East North Cen- 
tral States, probably because the 
average size of hospitals in these 
areas is larger. 


VOLUNTARY NONPROFIT HOSPITALS 


More than half (51 per cent) 
of all voluntary nonprofit hos- 
pitals in the country responded to 
the survey. Fifty-eight per cent 
of these hospitals indicaged a need 
for modernization. The tabulations 
disclosed that the larger the size 
of these hospitals, the more likely 
their need—and the more expen- 
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table 3—Reported modernization needs and cost totals by geographic region and state 


Hospitals needing Modernization cost 
Total modernization reported Average 
State and region responses cost per 
Total, United States 7 
and territories 2,634 1,331 | 50.5 1,265 $395,480,000 $313,000 
New England | 175 114 65.1 109 36,297,000 333,000 
Maine 25 17 | 17 2,368,000 
New Hampshire 19 13 1] 997,000 
Vermont 16 8 eae 1,522,000 
Massachusetts 75 53 51 18,501,000 
3 Rhode Island 9 5 > 4,100,000 
Connecticut 3] 18 18 8,809,000 
Mid-Atlantic 384 213 ao.9 207 84,779,000 410,000 
New York 173 97 : 94 38,983,000 
New Jersey a 32 32 15,289,000 
. Pennsylvania 153 84 8] | 30,507,000 
South Atlantic | 313 135 43.1 129 | 41,064,000 318,000 
Delaware 8 5 a | 644,000 
Maryland | 30 12 11 | 7,293,000 
District of Columbia 11 3 | 2 | 966,000 
Virginia | 53 | 23 | 23 | 11,935,000 
West Virginia | 35 | 21 | | 20 | __-7,750,000 
North Carolina | 62 29 | 29 4,973,000 
South Carolina | 21 1] | 11 1,630,000 
Georgia | 40 1] 11 | 3,495,000 
Florida | 53 20 | 18 | 2,378,000 | 
East North Central | 552 308 | 55.8 | 281 121,683,000 | 433,000 
Ohio | 122 65 | 62 26,838,000 | 
Indiana | 65 31 | 28 | 7,815,000 | 
Illinois . | 156 96 84 | 31,129,000 
Michigan | 106 52 47 | 14,303,000 
Wisconsin | 103 | 64 60 | 41,598,000 | 
East South Central 76 42.0 72, 208,000 
Kentucky | | 63 | 38 35 | 4,847,000 
Tennessee | 43 | 9 9 4,449,000 
Alabama | 46 | 19 18 4,782,000 
Mississippi ae 29 | 10 10 905,000 
West North Central 381 | 186 48.8 178 39,963,000 225,000 
Minnesota | 96 4] 38 9,737,000 . 
lowa | 46 18 17 2,831,000 
Missouri 64 A5 44 14,508,000 
North Dakota 29 16 15 2,730,000 
South Dakota 19 12 11 687,000 
Nebraska 46 23 22 4,735,000 
Kansas 81 31 31 4,735,000 
West South Central 260 87 33.5 84 15,953,000 190,000 
Arkansas 31 11 10 620,000 
Louisiana 32 9 8 1,314,000 
Oklahoma 42 19 19 4,857,000 
Texas 154 48 47 9,162,000 
Mountain 159 89 56.0 85 14,120,000 166,000 
Montana 22 17 16 2,048,000 
Idaho 22 12. 12 1,278,000 
Wyoming 14 9 9 667,000 
Colorado 50 27 25 6,548,000 
New Mexico 20 ~ 7 1,310,000 
Arizona 19 9 _. 849,000 
Utah : 10 6 6 1,404,000 
Nevada 2 ] ] 16,000 
Pacific 211 113 53.6 110 24,721,000 225,000 
Washington 47 26 26 3,357,000 
Oregon 31 17 17 2,691,000 
California 133 70 67 18,673,000 
U.S. territories 18 10 55.6 10 1,917,000 192,000 


sive their modernization. For ex- 
ample, only 40 per cent of the 
hospitals in this category with less 
than 25 beds reported a modern- 
ization need, while 82 per cent of 
the hospitals of 500 beds or over 
reported a modernization need. 
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The average cost of this modern- 
ization for hospitals of less than 
25 beds was $49,000. This average 
cost climbed to $1,377,000 for hos- 
pitals of 500 beds and over. 

Total reported cost of modern- 
ization for voluntary nonprofit 


hospitals was more than $270 mil- 
lion. The largest amount of money 
needed among these hospitals is 
required by the 100-199 bed group. 
The next largest among needed is 
for hospitals in the 300-499 bed 
group. These two bed-size groups 
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would account for more than half 
of all modernization costs for non- 
profit hospitals. 


GOVERNMENTAL HOSPITALS 


Slightly more than one-third 
(34 per cent) of all state and local 
governmental hospitals in the 
country responded to the survey. 
Thirty-eight per cent of these hos- 
pitals reported a need for mod- 
ernization. These hospitals showed 
a correlation of need to bed size 


similar to that reported for volun- | 


tary nonprofit hospitals. For ex- 
ample, 28 per cent of the govern- 
mental hospitals of less than 25 
beds reported modernization needs. 
This percentage doubled for hos- 
pitals of 500 beds or over that re- 
ported modernization needs. 

As anticipated, modernization 
costs for larger hospitals compared 
to those for smaller hospitals also 
provided a striking contrast. Aver- 
age modernization costs for re- 
porting hospitals of 500 beds or 
over were $1,635,000; average 
modernization costs for reporting 
hospitals of less than 25 beds were 
$10,000. Total costs for modern- 
izing the reporting governmental 
hospitals were $121 million. 


PROPRIETARY HOSPITALS 


The response from proprietary 
hospitals was considerably lower 
than from other groups. Approxi- 
mately one-fifth of the proprietary 
hospitals in this country are rep- 
resented in the survey. Twenty- 
six per cent of these hospitals 
reported a modernization need at 
a total cost of $3.5 million. Half 
of all reporting proprietary hos- 
pitals larger than 100 beds report- 
ed a modernization need; only 27 
per ‘cent of the proprietary hos- 
pitals of less than 25 beds report- 
ed such a need. 

Altogether, reported moderniza- 
tion needs were approximately 
$400 million.* This represents an 
average need of $313,000 per hos- 
pital. Approximately 80 per cent 
of those hospitals reporting mod- 
ernization needs stated that major 
repairs were needed, at an aver- 
age cost of $126,000. Approximate- 
ly 80 per cent of these hospitals 
also reported a need for modern- 
ization or improvement of equip- 


ment and mechanical systems. ® 


*When these reported needs are pro- 
jected to include all existing hospitals in 
this country, the total cost for moderniza- 
tion reaches $1 billion. 
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A lot of planning and little time was the 


approach this hospital had to use in— 


-bed 
days 


statting a 
unit in 


by RUTH SLEEPER, R.N. 


x, 


The author describes how 20 beds of a nursing floor were opened 
and staffed from within Massachusetts General Hospital in five days. 
She presents a timetable of the nursing service’s role in opening this 
ward. 


VERYONE at Massachusetts General Hospital knew that the 

hospital was facing two dilemmas. Beds had been full for 
many days and solaria were doubling as patients’ rooms. Oc- 
cupancy more than 100 per cent on the adult wards caused con- 
cern in all departments. There was also a deficit in the hospital’s 
budget. Periodic reports from the accounting department and 
department head conferences had kept the administrative 
group informed of this, so the director of nurses and her as- 
sociate in nursing service were not surprised when hospital ad- 
ministration called a conference to discuss the projected deficit 
for the next five accounting periods. 

It was announced at the meeting that these two problems 
were now a matter for emergency action. Each department ap- 
proached the problems in its own way. Some delayed filling 
current personnel vacancies. All accepted an austerity pro- 
gram, and curtailed orders for supplies. The nursing service 
offered not only to curtail supplies but also to open a floor that 
had been closed since 1943. Hospital administration felt that 
opening this floor would provide badly needed beds and add 
income in excess of expense to reduce the hospital’s growing 
deficit. | 

Staffing 20 beds on such a unit “from scratch” was a formid- 
able task for the hospital’s nursing personnel. The following 
schedule outlines the steps taken by the nursing service to 
staff the new floor completely from within the hospital. 

After the decision to reopen the floor was made, the first step 
for the nursing service was to determine how, members of the 


‘various groups involved would be able to help work out the 


mechanics of the experiment. Meetings for this purpose fol- 


| lowed in rapid succession all day Friday. The following Monday 


the actual planning and preparation began. 


Friday morning 


“Director of nurses met with hospital’s administrative com- 
mittee for further briefing on background of situation leading 
to decision to reopen nursing floor. 


Ruth Sleeper, R.N., is director of the school of nursi and the nursi 
service, Massachusetts General Hospital, Boston. ie ~~ 
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“ Assistant directors of nursing 
met with director of nursing to 
begin planning mnursing service’s 
role staffing and operating 
newly opened floor. 


Friday afternoon 


“ Assistant directors of nursing 
met with day and evening super- 
visors to review staffing situation, 
and to see from which floors per- 
sonnel might be taken to staff 
opening ward. 

M Notice went to each floor and 
clinic announcing series of four 
meetings on Monday for day 
nurses, and one early Tuesday 
morning for night nurses. 

“ Hospital administration con- 
tacted housekeeping, dietary, and 
pharmacy departments, storeroom, 
central supply and telephone serv- 
ices, so they could begin to plan 
for equipping and servicing newly 
opened floor. 


Monday morning 


“At 9:30 a.m. first group of 
nurses met: staff nurses, head 
nurses, supervisors, assistant di- 
rectors, and teachers from school 
of nursing. Other nurses came to 
later meetings as best fitted their 
schedules at 10, 10:30, or 11 a.m. 
While coffee was being served 
hospital’s comptroller discussed 
budgetary situation, and described 
briefly what other departments 
had been asked to do. Director 
of nurses and members of each 
group described what ‘nursing de- 
partment might do to help. 

“In all the meetings combined, 
almost 300 nurses discussed prob- 


lems, gave suggestions for saving 
time and money, and agreed that 
together the hospital might be 
able to open new floor without 
waiting to employ additional staff. 


Monday afternoon 


Assistant directors of nursing 
met with director to discuss fur- 
ther assignment of personnel. 

At 1 p.m. the director of nurses 
attended meeting of interns, resi- 
dents, and chiefs of services, called 
by general director: of hospital. 
Problem of adding beds without 
opportunity to employ added staff, 
and areas in which nursing need- 
ed support of medical and surgi- 
cal staffs in this venture were 
discussed. 

Meeting with evening staff 
nurses and supervisors was held 


at 3. D.m. 


Tuesday morning 


“ Both comptroller and director 
of nurses were ready at 7:30 a.m. 
to meet with night nurses and 
supervisors who also had good 
ideas to contribute concerning re- 
opening the long unused floor. 

M Memorandum prepared by di- 
rector of nurses was sent out to 
every member of medical and sur- 
gical house staffs (approximately 
175). Memo put in writing situ- 
ation as discussed at previous 
day’s meeting with house staffs, 
and included also_ suggestions 
made by nurses at their meetings 
on Monday. 3 

M Letter prepared by director of 
nurses discussing opening of new 
beds and effect on staffing in other 


units went to all members of hos- 


pital visiting staff (approximately 


600). To this was added a note 
further explaining hospital’s ac- 
tion signed by general director of 
the hospital. Enclosed in this let- 
ter was copy of memorandum sent 
to house staffs. 


Tuesday afternoon 


mM At 2 p.m. assistant directors of 
nursing met to finalize selection 
and reassignment of personnel for 
reopened floor. Assistant head 
nurse from semiprivate unit was 
to be promoted and assigned as 
head nurse. Staff nurse from 
gynecology was to be promoted 
and assigned as assistant head 
nurse. And so it went—each of the 
six large units giving, sometimes 
with considerable sacrifice, one or 
more of their personnel to staff 
the new floor. 
M Housekeeping had cleaned the 
floor, set up the patients’ units, 
and made the beds. Pharmacy had 
stocked the medicine closet. The 
storeroom had brought the gen- 
eral supplies. Central supply had 
delivered its essential equipment. 
The dietary department had 
found a maid, and.was ready to 
provide food service. An assistant 
from hospital administration re- 
mained on the floor to assist and 
coordinate activity. | 
At 6 p.m. on Tuesday the entire 
hospital staff. was secure in the 
knowledge that the new _ beds 
would be ready for occupancy on 
Wednesday morning. With a lot 
of planning and little time—they 
did it together. 


How a public relations gesture can set off a 
chain fteaction of mutual good will was demon- 
strated recently in Cleveland. University Hospitals 
of Cleveland invited representatives of three Cleve- 
land newspapers to visit the hospital and see at 
first hand the human skills and technology needed 
to heal the sick and to observe the complex prob- 
lems involved in the management of a large gen- 
eral hospital. 

The newspapermen heard the administrator and 
a representative of the medical staff of the hospi- 
tal explain some of the current difficulties confront- 
ing hospitals, viewed an operation, visited the 
hospital's psychiatric unit and were taken through 


—turnabout visits build good will 


many other hospital departments. 

The Cleveland Press thereupon invited physicians 
and hospital officials to visit their plant and learn 
a little of the complexities of putting out a metro- 


~ politan daily newspaper. Twenty-five physicians 


and administrative personnel visited the plant, 
learning something of deadlines and newsprint, 
smelling printer's ink and hot type metal, and 
getting a glimpse of the many skills and services 
that are required to publish a newspaper. 

The visits were considered a big success by both 
the hospital and the newspapers, resulting in an 
increased understanding of the responsibilities and 
problems of two widely differing fields of endeavor. 
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big step forward 


introducing the newly released... 


by PHILIP D. BONNET, M.D. 


HE USES OF heat, cold and light 

to alleviate pain and to hasten 
recovery from disease are as old 
as history. The Greeks and Ro- 
mans used them frequently and 
effectively. This is hardly to be 
wondered at since those means 


were familiar and convenient. The 


Philip D. Bonnet, M.D., is administrator 
Massachusetts Memorial Hospitals, 
oston. 


NOVEMBER |, 1957, VOL. 31 


PHYSICAL THERAPY. 


The author reports on the develop- 
ment and contents of the new physical 
therapy manual published by the 
American Hospital Association. This 
manual was mailed to_ institutional 
members on October 18th. Copies of 
the publication, priced at one dollar, 
are also available at Association head- 
quarters, 18 East Division Street, Chi- 
cago. 


American Hospital Association 


Chicago, Illinois 


wonder is more that so little atten- 
tion has been paid to their thera- 
peutic uses until quite recently. 
Books on hospitals 40 years ago 
made no mention of “physical 
therapy” and gave scant attention 
to space for therapeutic baths. 
Some. even dismissed hydrothera- 
py as the province of cultists. Now 
this situation has changed through 
the impact of two global wars. 
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Physical medicine is being in- LEGEND 


creasingly studied, scientifically 1 POSTURE MIRROR 
2 PARALLEL BARS 
and systematically, and has gained & 3 STEPS 
acceptance by both the public suggested ptans jor a 4 
and the medical profession. With 6 STATIONARY BICYCLE 
the recent emphasis on rehabili- PILyste al thera 
8 PULLEY WEIGHTS 
tation, the revelation of the ex- j 9 SHOULDER WHEEL 
martmoni | eds 10 GYM MAT HOOKS 
tent of long term illness, the at le pal fmerii tii hospito 11 CART WITH OPEN SHELVES 
tack on disabilities of all kinds, 12 OPEN SHELVES 
physical medicine is increasingly U. S. Department of Health Education and Welfare 4p sr CHAIR 
demanded and more hospitals are 15 WALL HOOKS 
; 4 : Division of Hospital and Medical Facilities 16 WALL CABINET 
seeking ways to include it among 
their services. Usually, a hospital 
must start with a part of the . 3-9 _ 
direction help many patients. | | | | | 
EXPANSION £1 | EXPANSION 
Eight years ago, the American | | | } / | | | } i 
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Hospital Association published the 
first manual on physical therapy | : al 


in hospitals to serve as a guide 


ing that service. So great was the | | | CUBICLE. 
demand that it required reprint- | 4 5 
ing three years later. Two years | 
ago, it was recognized that a new 4 : 36 | 
manual was needed, to keep up 
with rapidly changing techniques 
33 
It all began in June 1955 when | 


representatives of the American 
Physical Therapy Association and | 
the AHA met as a joint commit- | 
tee for the first time: Like many | 
other similar liaison committees 


OFFICE EXAM ROOM 
(538 


7 9) 34 
27 28 29) 3 
0 


! 
| 
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among professional associations, it 
this joint committee was conceived 
as a continuing body to consider, | 18 WATER CLOSET 
discuss and make recommenda- ih 19 HAND RAIL 
| 20 WASTE PAPER RECEPTACLE 
tions regarding matters of mutual 21 PORTABLE EQUIPMENT 
interest and concern to hospitals |}; FUTURE TANK ROOM yer 22 ADJUSTABLE CHAIR 
and physical therapists, the ulti- 24 CHAIR 
mate objective being better pa- it a 7 7 26 CHAIR, PREFERABLE WITH ARMS 
tient care. q | 27. WHEEL STRETCHER 
28 DESK 
It is interesting that the first CHAIe 
topic of discussion by the joint 30 FILE canes 
committee, after the amenities of TYPE "BB" PLAN atts 1350 souane reer 32 BULLETIN BOARD 
committee protocol had _ been 6 33. WALL DESK (COUNTER WITH 
; GRAPHIC SCALE re x a SHELF BELOW) 
quickly agreed upon, was the old 34 LAVATORY WITH GOOSENECK SPOUT 
manual, Essentials of a Hospital - CEILING ANCHORS SPACED APPROX- 
51 IMATELY 4’-0’’ THROUGHOUT ENTIRE 
Department Physical Therapy } 36 TREATMENT TABLE WITH 
The physical therapists were quick TREATMENT AREA. DESIGNED TO STORAGE SPACE BELOW 
CARRY 500 LBS. 7 37 MIRROR AND GLASS SHELF 
to point out the importance of 
the manual but also its shortcom- NOTE: MAJOR PIECES OF EQUIPMENT 38 RORERAE SYOOL 
— The administrators, too, rec- RECOMMENDED FOR ONE PHYSICAL 40 SINK WITH DRAINBOARD 
ognized the value of the manual THERAPIST AND AIDE INDICATED ON i 41 PARAFFIN BATH 
A2 GLASS SHELF OVER SINK 


and the need for its revision. Thus, TYPE PLANS. 43° OVERBED TRAPEZE 
it was a unanimous decision to 44 THREE SINGLE OUTLETS ON 


‘ DEVELOPED IN COOPERATION WITH SEPARATE BRANCH CIRCUITS— 
bring the manual up-to-date. “ae 1 OUTLET 2-POLE, 2 OUTLETS 3-POLE 
45 FOLDING DOOR 
The possibility of staff assist AMERICAN HOSPITAL ASSOCIATION 46 GUBICLE CURTAIN 
ance or grants from agencies that AND . AMERICAN PHYSICAL THERAPY 47 UNDER WATER EXERCISE EQUIPMENT 
had aided the development of the ASSOCIATION ON PHYSICAL THERAPY ro cy oe gaa 
first manual was _ unsuccessfully IN HOSPITALS. | 50 TELEPHONE OUTLET 
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CEILING ANCHORS SPACED APPROX- 
IMATELY 4’-0’ THROUGHOUT ENTIRE 
TREATMENT AREA DESIGNED TO 
CARRY 500 LBS. 

NOTE: MAJOR PIECES OF EQUIPMENT 
RECOMMENDED FOR ONE PHYSICAL 
THERAPIST AND AIDE INDICATED ON 
TYPE PLANS. 
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explored for a year. All the groups 
who were told about the project 
approved and €ncouraged it but 
were unable to provide material 
assistanee. It was, therefore, rec- 
ommended that the AHA finance 
the preparation and-printing of a 
new manual which the AHA will- 
ingly agreed to do. 

During ‘the first year of ex- 
ploration, the committee had four 
meetings and devoted the time to 
reviewing the old manual and-out- 
lining the content of a new man- 
ual. In addition, such matters of 
mutual concern as records and 
reports, personnel policies, medi- 
cal direction of physical therapy 
departments, and the standards for 
departments of physical therapy in 
relation to hospital accreditation 
were discussed. As a result of 
these discussions, when Miss Opal 
Gooden, editorial consultant, began 
drafting the new manual a sub- 
stantial amount of material had 
been agreed upon by the members 
of the committee. Thereafter, the 
work went quickly. Within six 
months, the committee had re- 
viewed two drafts and approved 
the second draft for presentation 
to the Council on Professional 
Practice of the AHA. 

The atmosphere in the joint 
committee meetings was at all 
times cordial and _ constructive. 
Such differences of opinion as ex- 
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isted usually dissolved upon clari- 
fication of thought and rarely was 
compromise indicated. There was 
one concern only—that patients 
receive the benefit of good care, 
appropriately and economically 
provided. 

The final result of the joint com- 
mittee’s work has been 
and the manual can be judged for 
itself. As it turned out, the man- 
ual was completely rewritten in- 
stead of just being revised. The 
first manual, good as it was, was 
directed primarily at layout and 
equipment rather than function 
and operation. The new manual 
reverses the emphasis by consid- 
ering personnel, administration 
and finance, environment, equip- 
ment and supplies in that order. 

Hospitals are indebted to the 
American Physical Therapy Asso- 
ciation and its representatives— 
Miss Mildred Elson, Miss: Mary 
Haskell, Mrs. Marjorie Stam, Mrs. 
Frances Ekstam, Miss Mary Nes- 
bitt and Miss Lucy Blair; to Dr. 
H. Worley Kendall and Dr. Sidney 
Shindell who are representatives 
of the AHA and experts in freha- 
bilitation and physical medicine; 
and to the U. S. Public Health 
Service, Division of Hospitals and 
Medical Facilities represented by 
August F. Hoenack, Thomas P. 
Galbraith and George Ivanick, 
architects for floor layouts. « 
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ee VERYTHING went all right 

until about midnight—from 
then on the place seemed more 
like a bowling alley than a hos- 
pital, with doors banging and bot- 
tles clanging. At 4 a.m.—when I 
was resting and sleeping nicely— 
I was awakened to have my tem- 
perature taken. I finally went back 
to sleep and awoke to find a cold 
breakfast in front of me. The 
nurse started to bathe me but then 
had to leave to take care of some- 
one else.” 

This is the way in which one 
bedridden patient described the 
beginning of his day in the hos- 
pital. How often do these situa- 
tions occur in hospitals? Is this 
the truth about the “therapeutic 
environment” which hospitals to- 
day are providing for patients? 
Where does the responsibility rest? 
Is this problem due to the short- 
age of nurses? poor unit man- 
agement? hospital administration? 
dietary department? such 
charges only the ravings of a sick 
patient? 

For several years, states con- 
ducting statewide nursing surveys 
have found that hospital and 
nursing administrators reported 
nursing shortages regardless. of 
the number of hours of nursing 
care available. The professional 
nurse plays a key role in provid- 
ing a sense of security for patients 
through physical and mental sup- 
port. The Division of Nursing Re- 
Faye G. Abdellah is chief of the nurs- 
ing education branch, and Eugene Levine 
is chief of the statistical branch, Division 


of Nursing Resources, Department of 
Health, Education, and Welfare. 
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what patients say about their n 


by FAYE G. ABDELLAH and EUGENE LEVINE 


ursing care 


In a study conducted by the Public Health Service and the American Hospital 
Association, nearly 9000 patients in 60 general hospitals reported omissions in 
nursing care occurring during their stay in the hospital. The results of this 
study will be reported by this Journal in a four-part series. Part I presents 
patients’ opinion of their nursing care, disclosing the following facts: 

A third of the patients reported no omissions in care during their stay; only 
one in a hundred patients reported a considerable number of occurrences. The 
occurrences least frequently reported fell mainly in the areas of personal hygiene 
and supportive care and included such items as bed and room not made neat 


and orderly and insufficient clean towels. 


The most frequently reported omis- 


sions in care were in the area of rest and relaxation and included too much noise 


and poor air in the room. 


Part II of this four-part series will discuss factors effecting patients’ opinions 
of their nursing care; Part III will present the story of what hospital personnel 
think of patient care; and Part IV will tell what hospitals can do about improv- 


ing patient care. 


sources of the Public Health 
Service, therefore, concerned with 
improving patient care, undertook 
a study designed to help hospitals 
find the facts about their nursing 
services. Questions that had to be 
answered were: 

1. Why do many hospital and 
nursing administrators continue to 
cry for more and more nurses, 
regardless of the number of hours 
of nursing care being provided? 

2. Is there any relationship be- 
tween the hours of nursing care 


available and the feeling of nurs- 
ing shortage? Can the feeling of. 


nursing shortage be attributed to 
omissions in nursing care? Is the 
feeling of nursing shortage related 
to inadequate nursing care, ‘or is 
it due to some other unknown 
factor? 

3. Are hospitals providing nurs- 
ing services that patients feel are 
most important to their welfare? 

In 1953, the Division of Nursing 
Resources, in cooperation with the 


Cleveland Commission on Nursing, 
began a two-year study that re- 
sulted in the development of two 
simple check lists,* one to be com- 
pleted by patients and the other 
by hospital personnel. (See page 
45 for copy of patient’s check list. ) 
Each check list contains 50 state- 
ments concerning the _ various 


omissions in nursing care that 


could occur in a general hospital 


as seen by patients and personnel. 


The check lists are different 
from the usual questionnaires 
used by hospitals to measure re- 
actions to care provided in the 
following four ways: 

1. They are answered in terms 
of factual, concrete statements 
rather than opinions or general 
impressions. 

2. They are filled out as close as 
possible to the actual occurrences 

*Check lists derived from free _ re- 
sponses of hundreds of patients and per- 
sonnel concerning adequacy of. nursing 
care. The complete story of the develop- 


ment of the check list has been reported 
elsewhere. See references 2-7. 
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of the events, thus placing little 


strain on respondent’s memory. 

3. They are designed to encour- 
age frank and accurate responses. 

4. They can be scored numeri- 
cally, and lend themselves to sta- 
tistical analysis. 

During the spring. of 1956, the 
Division of Nursing Resources and 
the American Hospital Associa- 
tion conducted a study in 60 gen- 
eral hospitals. These check lists 
were used to measure omissions 


in nursing care as seen by patients — 


and personnel. Each hospital was 
assigned a study day, and during 
that day all patients and person- 
nel who were able to participate 
filled out the check lists in which 
they reported the various omis- 
sions 1n nursing care, if any, that 
occurred that day or during the 
previous six days or so. The check 
lists were scored by taking into 
account the number of omissions 
in nursing care that occurred plus 


Page two of the four-page patient check list used in the 1956 study of patient care. 


DURING MY PRESENT STAY 
IN THIS HOSPITAL | 
PLACE CHECK MARKS IN APPROPRIATE THIS 
PATIENTS: BOXES FOR ALL STATEMENTS 

° HAPPENED SOME OTHER DID NOT 

TODAY HAPPEN 
DAY 

1 Radio or TV noisy v Vv 


If a radio or T V was noisy today, you would check ‘‘this happened today."’ 
during your present stay in this hospital, you would check ‘‘this happened some other day."’ 
today ond some other day, you would check both boxes. 


if noisy some other doy 


If noisy both 


2 My bath was not given on time. 


(Examples ) 


3 Couldn't t get -onything from the nurse for» pain. 
4 My call for a nurse was answered very vile 
Food troys left in front of me too long. 


Thermometer left in too long. 


5 
6 
7 No answer to call for a nurse for a tong ti time. 
8 Bedpon w was handled too noisily | 
9 


Bedpan was left me too long. 


10 Nurse or olde didn't t leave me cleon towels. 


Food wos Served: in, hurry. 


12 Drinking water wasn't chonged. 


13 Other patients s made disturbing noises. 


14 Norse left before could ask her questions. 


If your bath was always given on time during your present stay in this hospital, you would check this 
statement in the third box. 


+ + + 


+ 


15 Hod to wait too tong for a a bedpon. 


16 My nurse eft me r alone too long when | wos allowed up. 


17 There was no one to feed me when | needed help. 


18 Room was too chilly to sleep 7 


20 My nurse explained my care to me. 


21 Nurse wonted me to o do too much for myself. 


22 was not bathed os as | would like. 


23 Light » was too- “bright when | tried to sleep. 


There was too much noise in n the 
PAGE 2 | 


19 Not propped up, making i it hard to enjoy meel. 


.by patients and personnel’; 
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the importance to the patients’ 
welfare of these omissions. The 
scores were averaged for the whole 
hospital and related to the num- 
ber of hours of bedside nursing 
care provided by the hospital on 
the day of the study. 


PATIENT’S ANALYSIS OF CARE 


There is a two-fold purpose to 
this study—(1) to test the hy- 
pothesis, “There is no relationship 
between hours of direct nursing 
care available and the number of 
omissions in nursing care reported 
and 
(2) to help hospitals improve their 
patient care through a better un- 
derstanding of the patient’s needs 


“as expressed by patients and per- 


sonnel. The present report gives 
only the patient’s analysis related 
to the second purpose of the 


study.* 


The 60 hospitals that partici- 
pated in the study are short-term 
general, nonfederal hospitals, hav- 
ing between 100 and 500 daily 
average patients. They are located 
in Illinois, Indiana, Michigan, Ohio, 


New Jersey and New York. Of the- 


8660 patients in the study, 39 per 
cent were males and 61 per cent 
females. The male median age was 
51. The female median age was 
39. Fifty-two per cent of the pa- 
tients were in private or two-bed 
room accommodations. All these 
characteristics compare very close- 
ly to the national average for 
short-term general, nonfederal 
hospitals. 

Almost all the events on the 
check list referred to needs that 
nurses could fulfill. A few of the 
events on the check list referred 
to needs that could not be directly 
fulfilled by nursing personnel, such 
as cold food or noise in the en- 
vironment. These items were in- 
cluded because they significantly 


contributed to the feeling of nurs- 


*The first part of the study will be 
discussed by the authors in a report to 
be published in the near future. 
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ing shortage on the part of both 
patients and personnel. They also 
provided the patient with an op- 
portunity to be critical of those 


Average per cent of patients reporting occurrence 


of each event, study of patient care, 1956 
(Events in rank order within each category) 


aspects of his care not directly re- Per cent of 
lated to nursing—yet important to Category and event patients 
his over-all satisfaction. 
Each check list was scored with 1. Events indicating satisfaction with care 
a number that indicated not only 38.* My nurse was especially nice to me. 60 
the number of unfulfilled needs z 4. My call for a nurse was answered | 
the patient checked, but also the promptly. 53 
importance of each need to the 20. My nurse explained my care to me. 36 
patient’s welfare. For example, an Ee | 
24. There was too much noise in the hall. 22 
has small importance from the 13. Other patients made disturbing noises. at 
patient’s viewpoint and gets a ._ 31. Got waked up too early for temperature 
value of 1 in the score. At the taking. 13 
' other extreme, “Couldn’t get any- 44. Air in room was poor. 13; 
thing from the nurse for pain”, an 27. Radios, television sets or record players 
unfulfilled need of the greatest were played too loudly. 10 
importance to patients, has g 23. Light was too bright when | tried to sleep. ” 
of the comp of 18. Room was too chilly to sleep. 6 
the score. ow score, erefore, 2 
indicates a satisfactory situation 8. Bedpan was handled too noisily. ‘ 
and a high score indicates a poor 
situation. 36. My food was cold when served. ~~~ 7 18 
patients 5. Food trays left in went of me too long. 
on their forms—only 10 per cent 11. Food was served in a hurry. | | 8 
of the maximum possible score. 19. Not propped up, making it hard to : 
Ninety-five per cent of the patients enjoy my meal. 5 
had a score of 50 or less. Only 32. Was not served milk or fruit juice 
1 per cent had a score of 100 or after | requested it. ‘ 5 
more. IV. Elimination 
CO a © 9. Bedpan was left with me too long. 9 
26. Bathroom was not clean. 9 
Of the 50 items on the check list, 15. Had to wait too long for a bedpan. 8 
3 described favorable events. More 39. Had to wait a long time to use the 
than half of the patients partici- OES 7 
pating in the study reported the : 
occurrence of the item: “My nurse V. Personal hygiene and supportive care 
was especially nice to me.” One 22. | was not bathed as thoroughly as | 
out of two patients reported that waned tthe g 
their call for a nurse was answered 0nd wath my 
very promptly. However, only 
one out of three patients in the 60 well. 8 
hospitals reported the item: “My 10. Nurse or aide didn‘t leave me clean 
nurse explained my care to me.” towels. | 7 
(See table, at right.) 17. There was no one to feed me when | 
To facilitate the handling of the needed help. 5 
data, related events on the check 33. Room in general was not made neat 
list were grouped into categories and orderly. 5 
and 42. Bed was not changed when needed. 
om 16. My nurse left me alone too long when. 
on the check list related to rest and 3 | was allowed up. 4 
relaxation are grouped under the 30. Had to get out of bed to take a bath 
category called “Rest and relaxa- even though | felt bad. 4. 
tion’’. Six events fall under ‘Die- 28. Bed was not made right. 3 
tary needs”; four under “Elimina- 50. Asked for a wheel chair and didn’t get 
tion’; and so on. one. . 3 
An analysis was made of the 
- events checked least frequently by *Refers to item number on check list. 
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patients. These events were the 
aspects of nursing care that were 
most satisfying to patients, such 
as patient not left alone too long 
when allowed up; bed and room 
made neat and orderly; patient not 
required to do too much for him- 
self; and so on. Many of these 
adequately filled needs fall under 
the classification of “Personal hy- 


giene and supportive care’. This — 


category deals primarily with the 
environmental orderliness of the 
patient’s unit—the making of the 
bed, changing the bed, and so 
forth. 

Few criticisms might be expect- 
ed in this area because a patient’s 
expectations of the hospital situa- 


tion are probably different from 


those of his own home situation. 
A daily’ linen change is almost 
certain to be more frequent than 
a patient would ordinarily have 
his bed changed at home. There- 


(Table continued from facing page) 


fore, the expectations of the pa- 
tients in this area would be ex- 
ceeded in most hospitals by routine 
care. 

On the other hand, the. noise in 
the environment, the food not be- 
ing served as hot as he expects, 
the nurse being in a hurry, and 
not seeing a nurse frequently 
enough, are things a patient does 
not expect to happen and are 
omissions in care that patients feel 
occur more frequently than others. 
Since these aspects of care are im- 
portant to him, he is keenly aware 
of their omissions. 


EXPRESS BASIC INSECURITY 


For the purposes of this study, 
an unfulfilled need is an omission 
in nursing care reported by the 
patient. Whether the care was ac- 
tually omitted is not crucial to the 
purposes of the study. What is 
important is the fact that the pa- 


Per cent of 
Category and event patients 
Vi. Reaction to therapy (sy 
6. Thermometer left in too long. Raa (G12 


29. My bath, meal or rest period inter- L2¥ 


rupted by treatment. 


48. No one checked needle in my arm to 


see that fluid was running. 


3. Couldn‘t get anything from the nurse 


_ for pain. 


52. My bed got wet from treatment. 


47. My bandage or dressing was too tight. 


8 
8 
45. Didn‘t get my medicine until late. 7 
7 
2 


51. Asked for a heat lamp but | never got it. 


Contact with nurses 


Vil. 
7. No answer to call for a nurse for a 
long time. 15 ~ | 
34. My nurse is always in a hurry. 12 7\; 7 
46. My aide is always in a hurry. “40 p 
35. My nurse wouldn't tell me what was e— 
wrong with me. 
37. My nurse did not tell me anything ae 
about my treatment. 9 
41. Didn‘t see a nurse often enough. 9 
14. Nurse left before | could ask her 
questions. | 7 
21. Nurse wanted me to do too much for 
myself. 6 
25. Nurses didn’t seem interested in me. 6 
40. Nurse was unfriendly. 6 
49. | was not told when | would be oper- | 
ated on. 5 
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tient felt something was lacking 
in his care. Because patients are 
sensitive to how they should act 
in a stress situation, they may 
not express their real needs di- 
rectly. Lesser and Keane indicated 
that the patient’s emotional and 
informational needs are being only 
partially and inconsistently satis- 
fied.1 Dichter found that the pa- 
tient expresses his basic insecurity 
through his complaints about food, 
noise, never seeing a nurse long 
enough, no answer to call for a 
nurse for a long time.? In other 
words, the patient centers his com- 
plaints on things. he feels com- 
petent to. appraise. 

Since the patient often becomes 
dependent and apprehensive in 
the hospital, each of his needs be- 
comes of paramount importance. 
The hospital situation presents a 
stress situation in which his reac- 
tions to needs that are unfulfilled 
can aggravate his illness and may 
retard treatment. When a patient’s 
needs are met, he is more likely 
to react in a positive way to his 
therapy. Hospital and nursing ad- 
ministrators are in favorable posi- 
tions to see that whenever possible 
these needs are met and stress 
situations are reduced to a mini- 
mum. 


UNFULFILLED NEEDS 


Patients reported the following 
events on the check list°as the 10 
top unfulfilled needs: 

1. There was too much noise in 
the hall. 

2. Other patients made disturb- 
ing noises. 

3. My food was cold when 
served. 

4. No answer to my call for a 
nurse for a long time. . 

5. Got waked up too early for 
temperature taking. 

6. Air in room was poor. . 

7. My nurse is always in a 
hurry. 

_. 8. Thermometer left in too long. 

9. No one checked the needle in 
my arm to see that the fluid was 
running. 

10. My bath, meal, or rest pe- 
riod was interrupted by treatment. 

These 10 unfulfilled needs fall 
into three general groupings.. The 
first group can be. called rest and 
relaxation. These items relate to 
factors that invade the patient’s 
privacy or disturb his peace of 
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mind, such as other patients mak- 
ing disturbing noises, noise in the 
hall, interruption of their treat- 
ment or rest period, or poor air 
in room (numbers 1, 2, 5, 6, and 
10). The second large grouping of 
unfulfilled needs is contact with 
nurses and includes the following 
events; “No answer to my call for 
a nurse for a long time’, “My 
nurse is always in a hurry”, 
“Thermometer left in too long”, 
and “No one checked the needle 
in-my arm to see that the fluid 
was running.” In the third group 
is the event relating to food—‘My 
food was cold when served.”’ 


REST AND RELAXATION 


Many patients reported that 
other patients made disturbing 
noises during the evening or night 
shifts. The patient’s door is often 
left open, making it easier for 
nurses to be alert to sounds made 
by patients. This tends to increase 
the noise in individual rooms. Cor- 
ridor noises were often attributed 
to metal carts that did not have 
rubber tires, noisy bedpan flushers 
in the utility rooms, slamming 
doors, ringing telephones, and 
conversations of ward personnel. 
Patients were often awakened any- 
where from 4 a.m. to 7 a.m. for 
routine temperature taking. The 
early awakening to many patients 
was disturbing, because they felt 
that this was the time that they 
could really rest and hoped that 
the temperature might be taken 
at a later time. 

The need for carrying out treat- 
ments at inconvenient times was 
often annoying to patients. They 
felt that better planning would 
eliminate this inconvenience. How- 
ever, most patients were tolerant 
of the fact that since hospitals 
have to run on a schedule, inter- 
ruptions sometimes could not be 
avoided. 

Patients were very fluent in ex- 
pressing their displeasure with 
noise and similar annoyances on 
the check lists: 


“My greatest objection to the man- 
ner in which hospitals are run is the 
continual blasting of the radio and 
TV, both during the day and at late 
hours, sometimes as late as 12:30 
and 1 a.m.” 

“Why should anyone with any 
common sense wake you up at din- 
ner time if you are in a sound sleep 


48 


to give you a glass of milk? Es- 
pecially if yeu hate milk!” 

Under unfulfilled needs in the 
area of rest and relaxation falls, 
“Air in room was poor’, since 
many patients remarked that the 
occurrence of this event was not 
conducive to a restful atmosphere. 
In patients’ own words this event 


meant: 


“The visitors smoke too much in 
the patients’ rooms. Instead of com- 
forting the patients, they only dis- 
turb us! Not just one_ visitor—but 
usually the whole family — and 
Junior - eating peanuts 
bed!”’ 

“Why do hospital rooms have to 
be so hot?” 

“Windows are never opened.” 

“IT can’t sleep at night—the air 
is so foul.” 


CONTACT WITH NURSES 


The second large grouping of 
unfulfilled needs deals with the 
patient’s concern with not seeing 
his nurse often enough, or not 
having his call for a nurse an- 
swered quickly enough, or feeling 
that everything is rushed and per- 
sonnel too busy to pay attention 
to him. .Samples of opinions ex- 
pressed by patients about these 
unfulfilled needs follow: 


“For the last week, a different 
nurse has taken care of me. No one 
is familiar with my treatment. The 
nurse asks my name and what is to 
be done. I have to tell her what is 
to be done.” 

“IT have confidence in my nurses 
and doctors, but they just won’t take 
time to explain my illness or treat- 
ment. I never know what’s going to 
happen to me.” 

“I think more attention should be 
given to children, particularly when 
they are in a room alone. Someone 
should at least stop in once in a 
while and give the child some water. 
The nurses are always in such a 
hurry we hardly ever see one.” 

“I believe a person is entitled to 
know why he can’t be alone or why 
a certain medication can’t be ad- 
ministered. When you ask for some- 
thing and for one or another reason 
you don’t get it, you should be given 
an explanation as to why. The nurses 
just leave me alone and don’t tell 
me anything.” 

“I think that a nurse should visit 
each patient before he goes to sur- 
gery and explain what is going to 
happen to him. Don’t you feel better 
when you know what to expect? That 
settles my nerves without medicine.” 


under the 


The third group of the most 


frequent unfulfilled needs ex- 
pressed by patients was the event, 
‘“‘My food was cold when served.” 
Examples of patient opinions ex- 
pressed about unfulfilled dietary 
needs are as follows: 


“The preparation of food could 
be improved a lot. Everything is 
cooked the same; I’ve never seen so 
much food go back on trays. I think 
that patients on a regular diet should 
be given a choice of foods.” 

“fT am unable to eat all types of 
food and don’t understand why the 
dietitian keeps sending the same 
food everyday. The food just has no 
taste, especially the meats that come 
up cold,” 

“I think the food should be at 
least cooked right; the cereal had 
the water left in it, and the toast 
was like rubber, and whoever heard 
of spaghetti sauce chop suey.” 

“The meals are very good, but the 
evening meal is served around 5 
p.m., and then breakfast isn’t served 
until 8 a.m., and I get awfully 
hungry.” 


The data from this study pin- 
point the major unfulfilled needs 
from the standpoint of patients. 
Since when patient’s needs are 
met he is more likely to react in 
a positive way to his therapy, the 
data can be used as the basis for 
an action program to improve pa- 
tient care. The fact that a patient 
often may not express his real 
need in reporting omissions in 
care, but rather voice his basic 
insecurity and apprehension in 
terms of complaints about familiar 
things, should be kept in mind in 
evaluating the data. . 
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Fees THIS report is appear- 
ing in this Nov. 1 issue, it is 
being written just three days after 
my return from our 59th annual 
convention. My wife, who is an 
old convention goer, keeps telling 
me what an outstanding conven- 
tion it was. I agree with her and 
believe that you who attended do 
also. The program, the actions of 
the House of Delegates, and the 
exhibits displayed were certainly 
in accordance with the convention 
theme “Kieep Pace with Progress”. 

From a convention of this mag- 
nitude one cannot help but obtain 
deep impressions or deeper convic- 
tions. Of the several deeper con- 
victions I obtained, the deepest 
ones are the importance of and the 
responsibility of your American 
Hospital Association. 

The importance of the Associa- 
tion was proven by the participa- 
tion of many outstanding persons 
on our program, the number and 
quality of the exhibits, the total 
registration of nearly 12,000 and 
the announcement of the magnifi- 
cent gift for a hospital program 
from the Ford Foundation in the 
amount of $825,000. 

The responsibility of the Asso- 
ciation was pictured more clearly 
when one of the speakers referred 
to the object of our Association— 
“to promote the public welfare 
through the development of better 
hospital care for all the pegple”. 
My conviction is that our Associa- 
tion is helping hospitals provide 
better patient care, because it is 
accepting its responsibilities. It 
provides central services for ac- 
complishing its objectives more 
economically and efficiently than 
could be done by a smaller asso- 
ciation or an individual hospital. 
It does this through membership 
representation, by fostering and 
conducting research and by being 
an educational organization dis- 
seminating the best available in- 
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formation on hospital operations. 


From the membership and from 
experts in allied fields come ideas 
and solutions to existing problems 
which are transmitted to us after 
being screened by our councils and 
committees. 

It has membership requirements 
so that hospitals, individuals, and 
other groups granted membership 
will be truly representative of the 
purpose of the Association. 

The Association is governed by 
its membership and because of this 
it provides the services needed by 
its membership. Only through 
guidance and participation by its 
membership in the work program 
of the Association can proper solu- 
tions to problems be obtained. 

The activities of our Association 
resulting in attaining its objectives 
can be divided as follows: mem- 
bership services, representative 
function, public service, conven- 
tion, and research. 

Under membership services our 
Association has developed and 
continues development of an edu- 
cational program presented to us 
in the form of institutes, manuals, 
periodicals, new letters, meetings, 
The educational 
program covers subjects of interest 
not only toAhe administrator but 
to and the en- 


tire hogpital personnel. Other 


-membership services include as- 


sistance with legal aspects of prob- 
lems, recruitment of personnel, 
planning, construction and main- 
tenance of physical plants and the 


. latest achievements of successful 


management of specialized hos- 
pital functions and departments. 
Under representative function 
our Association represents us as an 
individual member on other than 
a local level and plays a vital role 
in the coordination of the whole 
health and welfare field. It repre- 
sents us in the formation of legis- 


- lation by constantly studying gov- 


ernmental activities in the health 
field, by informing us of these 
activities, and by interpreting to 
government the needs of hospitals. 

Under public services our Asso- 
ciation, made strong by our con- 
fidence in it, is accepted as the 
spokesman for hospitals. It speaks 
through a constantly improving 
public relation program. It tells 
the hospital’s story to the public 
by distributing its publications and 
specially prepared materials, con- 
tacting news agencies, developing 
programs to be carried on by a 
local hospital in which the public 
participates, accumulating statis- 
tical information for public use, 
and sponsoring the finest prepaid 
nonprofit voluntary hospital care 
plan in all of history. Also under 
public services can be placed our 
activities toward coordination of 
programs with district, metropoli- 
tan, area, state and regional hos- 
pital associations. 


D EEP ALSO was the impression I 
obtained from Carter David- 
son, president of Union College, 
speaking in regard to the success of 
modern education in developing 
super people—such as super en- 
gineers, physicians and nurses. He 
advised that in the development 
of these super specialists now, 
more than ever, a real need exists 
to place emphasis on the hu- 
manities. 

Our convention activity is an- 
other educational activity but it 
deserves separate classification be- 
cause of its magnitude. It is pos- 
sibly our most effective medium 
in keeping us up to date on trends 
in our operations. Convention time 
is the proven meeting ground for 
hospital people. 


Tol Terrell, president 
American Hospital Association 
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Dr. Gordon Zubrod: We have seen 
recently a patient with fulminat- 
ing transfusion hepatitis and have 
encountered several practical prob- 
lems of importance to the staff. 
Dr. Allan Levy will present this 
case. 

Dr. Allan Levy: This was the first 
Clinical Center admission of a 47- 
year-old white male salesman who 
entered the National Heart Insti- 
tute on Nov. 5, 1956, with the diag- 
nosis of malignant carcinoid but 
with no principal complaint. 

On Sept. 8, 1956, at another 
hospital the patient underwent an 
exploratory laparotomy. During 
this procedure he received 500 ml. 
of bank whole blood. At this op- 
eration, a tumor was discovered. 
The lesion originated in the cecum 
and there were metastases to 
mesenteric and periaortic lymph 
nodes and liver. A right hemi- 
colectomy was performed with re- 
moval of approximately 50 per 
cent of visible tumor mass. 

On Nov. 13, 1956, the patient 
was transferred to the National 
Cancer Institute for further study. 
On Nov. 19 and 20, 1956, he re- 
ceived a total of 0.4 mg/kg of 
nitrogen mustard intravenously in 
two-doses. His initial reaction was 
limited to mild nausea. On No- 
vember 21, however, the patient 
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patients 


In this edited transcription of a 
combined clinical staff conference 
conducted at the Clinical Center at 
Bethesda, Md., six medical staff 
members of the National Institutes of 
_ ulth diseuss some of the problems 
ii arise when jaundice or hepatitis 
ppears in hospitalized patients. 


had become more anorexic and 
his temperature rose to 38.2°C for 
the first time. Anorexia and nau- 
sea continued and became worse; 
on November 26, a fever of 38.7°C 
occurred. 

The patient’s white blood cell 
count fell to a low of 700/mm$ 13 
days after the nitrogen mustard 
was given, and was rising again 
at the time of death. The platelet 
count showed a fall to 28,000/mm 
12 days after the administration 
of nitrogen mustard, but had risen 
again to 495,000/mm% after 17 
days. 

On November 27, seventy-five 
days after the blood transfusion, 
the patient became slightly icteric. 
Subsequently his jaundice deep- 
ened rapidly; his liver functions 
changed and reflected abnormali- 
ties characteristic of hepato-cel- 
lular disease. 

The diagnostic impression was 
that this complication represented 


fiofessional practice 


problems and precautions in dealing with 


among hospitalized 


infectious hepatitis. Accordingly, 
the nursing service was instruct- 
ed to isolate the patient and to 
follow precautions in handling 
needles used on the patient and 
in handling fecally contaminated 
material. During the next two 
weeks, the patient’s clinical con- 
dition steadily deteriorated. In the 
last hours of life, his temperature 
rose to 40°C. The patient became 
hypotensive and expired exactly 
13 days after the appearance of 
jaundice. 

Dr. Zubrod: This patient with 
malignant carcinoid had _ been 
treated with nitrogen mustard fol- 
lowed by the appearance of jaun- 
dice and rapid deterioration and 
death due to liver necrosis. 

The possibility existed that the 
nitrogen mustard might have been 


responsible for the liver damage. 


Our experience and that of a num- 
ber of others has shown, however, 


that jaundice does not follow the 


administration of nitrogen mus- 
tard. 

In summary, all of us, clinicians 
and pathologists, thought this to 
be a case of transfusion hepatitis 
induced by the blood transfusion 
given 75 days before the appear- 
ance of jaundice. 

We wish to review some of the 
practical problems which arose, 
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HOW INJECT 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


Pull skin 


| Release 


With the following technique there is little likelihood of pain, 
soreness or staining of superficial tissues. 


1. Prepare site on upper outer quadrant of buttock 

2. Use a needle at least 2 inches long (N.B.: IMFERON ampul is 214 

inches long) 

3. Before inserting needle retract skin la 

4. Insert needle and withdraw plung 
entry into blood vessel 

5. Inject prescribed amount of IMFERON 

6. Do not massage injection site 

IMFERON, the only effective iron preparation for intramuscular use, 

is prescribed for precision therapy and prompt response in iron- 

deficiency anemias—infancy, pregnancy, geriatrics, blood loss, and 

for patients intolerant of or not responding to oral iron. 


_ Supplied: 2-cc. and 5-cc. ampuls. Directions in every box. 
IMFERON® is distributed by Lakeside Laboratories, Inc., under license from Benger 
Laboratories, Limited. 


ally (Z-track technique) | 
ightly to check against 
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and continue to arise, in hospital- 
ized patients when jaundice ap- 
pears. 

HANDLING INFECTIOUS SPECIMENS 


The first problem is: What is 


the routine for handling infectious © 


specimens of blood and_ urine 
which are sent to the clinical 
pathology department? I want to 
call on Dr. George Williams, chief 
of the clinical pathology depart- 
ment, to say a few words about 
the precautions necessary in han- 


dice or other signs suggesting in- 
fection. 

This incident caused us so much 
concern that we consulted Dr. 
Norman McCullough, chief of the 
laboratory of clinical investiga- 
tions of the Institute of Allergy 
and Infectious Diseases. With his 
advice we established a procedure 
for automatic notification of the 
diagnosis of all newly admitted 
patients who have an infectious 
disease considered to be conta- 
gious. 


IN THE blood bank and nursing units all materials used in collection, processing and ad- 


ministering blood are placed in plastic bags and kept ‘'clean'’ exteriorly and labeled ‘‘Danger- 
ous Infectious Materials’’ as a safeguard for those involved in subsequent handling. 


dling these specimens. 

Dr. George Williams: We have been 
very fortunate in that no “‘labora- 
tory infections” have resulted from 
specimens during the last three 
and a half years. However, one 
or two accidents alerted us. About 
a year and a half ago one of our 
technologists sucked some serum 
into her mouth while pipetting a 
specimen. This was called to my 
attention immediately. Her mouth 
was well washed out. An immedi- 
ate check disclosed the patient’s 
diagnosis as infectious hepatitis. 
The technologist was treated in 
the employee health service with 
immune globulin. During the en- 
suing year she developed no jaun- 
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In spite of this precaution, we 
occasionally receive a specimen 
from a patient who developed 
jaundice or a contagious infection 
after admission. Sometimes our 
staff has handled these specimens 
several days before we learn of 
this hazard. 

Our laboratory staff is trained 
to take due precautions in handling 
infectious specimens. The chief 
problem is that of readily obtain- 
ing this information before we 
handle the material. 

Therefore, we recommend the 


following procedures. These pre- 


cautions are relatively simple, but 
should be followed religiously in 
order to protect our staff, and the 


of its hazardous nature. 


clinical and nursing staff. When- 
ever a patient is isolated for in- 
fection, please mark all documents 
that are used in relation to the 
patient, whether they be for your 
use or ours, with a stamp “Isola- 
tion” or “Caution, Infectious Dis- 
ease.” The specimen must be 
collected in a manner to avoid 
contamination of the outside of 
the container. The laboratory re- 
quest slip and the outer delivery 
cup should be stamped similarly 
and clearly visible, so that the 
messenger and the_ technologist 
receiving the specimen are aware 


AUTOPSY PROBLEMS 


Dr. Zubrod: Dr. Louis Thomas of 
the pathological anatomy depart- 
ment will discuss some of the 
autopsy problems that arose with 
regard to this patient and other 
patients with hepatitis. 

Dr. Lovis Thomas: The problems 
with potentially infectious ma- 
terial, as far as two of our serv- 
ices are concerned, namely, surgi- 
cal pathology and the cytodiagnos- 
tic pathology service, can very 
properly be handled along the lines 
that Dr. Williams has mentioned. 
Usually in surgical pathology we 
have an opportunity to discuss the 
problems of individual cases with 
either the surgeon or the clinician, 
and thus learn when potentially 
infectious material is being sent 
to the department of pathological 
anatomy. But there is less oppor- 
tunity for verbal communication 
relative to specimens sent to the 
cytodiagnostic pathology service, 
and I am certain it would be a 
safeguard to us if fluids sent to 
this service were marked in the 
fashion described by Dr. Williams. 

The pathologist performing 
autopsy examination frequently 
comes in contact with infectious 
material and is faced with hazards 
related to fungal and virus dis- 
eases. He makes every effort to 
protect himself by wearing masks, 
gloves, etc., wherever these are 
indicated. He is particularly care- 
ful not to cut or stick himself 
when examining organs and tissues 
from a patient with viral hepatitis. 
Certain techniques are observed. 
For instance, the usual incision 
through the anterior chest wall 
passes through the bony parts of 
the ribs. 
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In performing autopsies on pa- 
tients with viral hepatitis, it is 
wise to remove the anterior thor- 
acic wall by cutting through the 
costochondral junctions to avoid 
bony spicules or ribs sticking up 
to puncture the glove and hand of 
the pathologist. I have heard of 
at least two instances in which 
pathologists apparently acquired 
fatal hepatitis by cutting them- 
selves during the* autopsy exam- 
_Ination of a patient with viral 
hepatitis. 

As most of you know, we make 
every effort to cooperate with 
scientists in the various labora- 


tories at NIH by providing them 


with human tissue. In instances 
of infectious diseases, this distri- 
bution of tissues is potentially 
dangerous and increases the num- 
ber of people who might be ex- 
posed. In situations of this kind 
we limit the distribution and care- 
fully warn anyone working with 
the material that it might be in- 
fectious. | 

However, even in the instance 
of this patient, where the infec- 
tious nature of the tissue definitely 
constituted a hazard, it will be of 
interest to you to know that it 
was distributed to 9 or 10 different 
laboratories, including tissue cul- 
ture laboratories. A portion was 
also placed in the ice box, and 
labeled so that it could be iden- 
tified as being potentially infec- 
tious to anyone who might handle 
it subsequently. 

This material was recently sent 
to Dr. Mirick at the Baltimore 
Hospital. He used some for virus 
studies and, I am told, has sent 
‘some to Dr. McLean in Detroit 
for additional virus study. Thus, 
at least 20 or 30 people have had 
contact with this infectious ma- 


terial from the autopsy room. It © 


is a grave responsibility on the 
part of the pathologist to protect 
himself and others. Proper label- 
ing is important, but I think it 
even more important that we warn 
each person about the potential 
danger in handling infectious ma- 
terial. 


HEPATITIS AMONG EMPLOYEES 


Dr. Zubrod: Dr. John Lynch of the 
employee health service has re- 
viewed the records and will tell 


us about the prevalence of hepa- 


titis among the NIH staff. 
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Dr. John Lynch: During the past 


two years, hepatitis has been of 


great concern to us as a work- 
related illness potentiality. We 
have had six known cases of viral 
hepatitis among employees during 
this time. One of these cases was 
proved definitely to be related to 
an occupational exposure. The 
other five were not, although this 
is a very difficult thing to prove. 

The incid@énce for viral hepatitis 
among our employees is therefore 
about 80 per 100,000. The national 
incidence was about 30 per. 100,- 
000 in 1955 and 25 per 100,000 in 
1954, according to a survey. 

We think our higher figure prob- 
ably is significant. However, since 
up to 70 per cent of hepatitis might 
be nonicteric and therefore prob- 
ably not apparent, and since there 
is no good diagnostic test, we 
know we do not have complete 
knowledge of hepatitis among ou 
employees at NIH. | 
- Our primary interest has been 
in prevention, of course, and 
whenever we learn of an individ- 
ual who has had a significant ex- 
posure to either a patient with 
hepatitis or to accidental inocula- 
tions from blood or blood products, 
we recommend gamma globulin. 
We care little whether it is infec- 


tious hepatitis or serum hepatitis; 


even though gamma globulin is 
not supposed to be helpful in the 
prevention or attenuation of ser- 
um hepatitis. When the diagnosis 
cannot be definitely established, 
and when the health of an em- 
ployee may be at stake, we feel 
the gamma globulin is an inex- 
pensive and fully justified precau- 
tion. 

Over the past two years we 
have given gamma globulin to 19 
employees. We generally give the 
upper limits of dosage, which 
amount to about 0.06 ml. per 


pound of body weight, generally © 


around 10 c.c. of gamma globulin. 

We have had no cases of clinical 
hepatitis in these 19 individuals. 
We followed some with liver func- 
tion studies, and these also have 
been negative. We feel there is a 
real hazard in working with blood 
and blood products such as in the 
blood bank or in the laboratories 
of. the Division of Biological 
Standards. Periodic liver function 
screening tests are made on em- 
ployees working in these programs. 


Presently we are doing cephalin 
flocculations. However, we are 
considering changing to thymol 
turbidities, and we de complete 
blood counts and take serum for 
freezing and storing. 

Although it.is not related direct- 
ly to infectious hepatitis, we con- 
duct a program of periodic liver 
function studies on individuals 
regularly exposed to hepatotoxins 
(toxic chemicals), primarily the 
chlorinated hydrocarbons. The 
greatest exposure. seems to haye*: 
been in chromatography work. 

Then, too, we regularly sim- 
ple liver studies on employees who 
come to us with febrile gastro- 
enteric illness and, of course, fol- 
low up with subsequent studies if 
these are positive. We have uncov- 
ered one case of hepatitis in this 
way which we might have missed 
otherwise, because the jaundice 
was not apparent. We urge you 
to send to us any employees hav- 
ing gastroenteric disease where 
you feel hepatitis may be a pos- 
sibility. We will be glad to see 
them and work with their private 
physicians. 


TRANSFUSION HEPATITIS 


Dr.. Zubrod: Since many trans- 
fusions are given in the Clinical 
Center, I should like to: call on 
Dr. Paul Schmidt to summarize 
our experience with transfusion 
hepatitis from materials obtained 
from our own blood bank. 

Dr. Paul Schmidt: Statistics on 
hepatitis - resulting from _ blood 
transfusion are notoriously diffi- 
cult to obtain. People who receive 
transfusions often receive many 
of them, and also. may receive 


other blood products. They are ex- 


posed to other hepatitis hazards 
in the hospital environment. The 
recent figures in which we have 
the most confidence indicate that 
of people who receive transfusions, 
anywhere from three to five in a 
thousand get hepatitis. Please note 
that this is not three to five in a 
thousand transfusions but three to 
five in a thousand recipients of 
transfusion. 

I would like to discuss what we 
do to help safeguard recipients 
and _ staff. All donors who. are 
phlebotomized by personnel of the 
Clinical Center blood bank are 
questioned for a history of hepati- 
tis or close conta¢t with cases 
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hepatitis in the preceding six 
months. A positive history results 
in rejection of the donor, as does 
a history of having within the 
preceding six months received 
blood or blood products known to 
have a risk of producing hepatitis. 

A sample is taken from each 
donor and a thymol turbidity test 
performed. We obtain a positive 
test on from 3 to 4 per cent of 
the blood drawn and this blood 
is discarded. The relation of the 
test to known carriers of hepatitis 


‘eis, of course, open to criticisms 


with which you are familiar, but 
we would not have this program 
if we did not hope that it was of 
some benefit. 

We have had reported to us 
two cases of patients at the Clini- 
cal Center who contracted hepa- 
titis probably as a result of blood 
-transfused here. 

The first patient received six 
units of blood. At that time we 
had a large experimental program 
of screening tests in progress, and 
six liver function tests had been 
done on each of these six units. All 
36 tests were negative. 

The second patient received a 
transfusion shortly after coming 


to this hospital, but prior to ad-— 


mission here had been a patient 


in a prison infirmary where other 
transfusions had been given. Nine- 
ty days after the transfusion was 
given here, he was diagnosed as 
having hepatitis. The unit of don- 
or blood had been proved nega- 
tive in a thymol turbidity test. 

Slightly more than 5000 trans- 
fusions averaging 5.1 units have 
been given to Clinical Center pa- 
tients. This means that the hepa- 
titis morbidity here is two per 
thousand recipients. 

This morbidity is probably ad- 
versely affected by the fact that 
we may have a better followup 
of the recipients of transfusion 
than other institutions, so we are 
more likely to uncover cases of 
hepatitis. Also, patients here prob- 
ably get more blood per recipient 
than patients in the average gen- 
eral hospital, and they may be 
more debilitated than the usual 
recipient of blood. 

In regard to safeguarding the 
staff, I would like to reiterate what 
Dr. Williams has said about your 
calling our attention to dangerous 
laboratory samples. We, too, have 
ways of handling such specimens 
if we know they carry more than 
the usual danger of infection. The 
grouping, typing, and crossmatch- 
ing of blood requires many pro- 


_ USED NEEDLES and syringes are placed immediately in a tray of water and autoclaved before 
‘washing and return to central sterile supply, where they are rewashed, packaged and sterilized. 


cedures and a variety of tubes, 
slides and pipettes. Even extreme 
care does not prevent an occa- 
sional accidental exposure in our 
laboratory, and our staff can attest 
to the fact that Dr. Lynch’s prompt 
and vigorous prophylactic treat- 
ment with gamma globulin is a 
painful procedure. 

All disposable equipment that 
has come into contact with blood 
in our laboratory is handled as 
potentially infectious. It is dis- 
carded in trash cans having dis- 
posable plastic liners. These are 
secured shut and labeled with a 
red tie tag “Infectious Materials” 
so that personnel who discard the 
trash will not handle it before it 
has been sufficiently exposed to” 
heat to kill viruses. This is why 
we consider it essential for all 
blood containers to be returned 
to us following a transfusion. 

If you will continue to call to 
our attention any dangerous blood 
samples and return to us the dis- 
posable transfusion equipment, we 
will continue our program aimed 
at protecting -the recipients of 
blood transfusions and the staff of 
this institution. 


ISOLATION PROCEDURES 


Dr. Zubrod: I would like to ask 
Dr. Norman McCullough to discuss 
isolation procedures and other pre- 
cautions which he would recom- 
mend when infectious hepatitis is 
suspected. 

Dr. Norman McCullough: It is inter- 
esting to note how closely Dr. 
Lynch’s figures agree with esti- 
mates for the country at large. 

As you know, the incidence of 
infectious hepatitis among doctors 
and nurses working in general 
hospitals in the United States is 
about three or four times the inci- 
dence among the general popula- 
tion. In spite of the fact that only 
one of our cases could be related 
to contact with infectious material 
in the hospital here, a known 
case, the rate appears to be about 
three times that for the general 
population. 

For isolation purposes, we make 
no differentiation between infec- 
tious hepatitis and serum hepatitis 
as far as precautions are con- 
cerned. For one thing, in many 
cases it is difficult to be sure which 
type of illness a patient may have. 
Where there is a clear-cut history 
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TRADEMARK 


simplified, 1-minute test for ketonuria : Reagent Strips 


KETOSTIX now makes it practical to test for ketonuria in 
every patient...enables closer control of diabetics and safer 
_ Changeover to oral antidiabetic therapy _ 


SIMPLE merely dip test end of strip—or otherwise moisten an 
with urine | 
‘swift asharp color change reveals ketone bodies in seconds 


STANDARDIZED a graded color chart permits easy matching 
of color reaction for reliable estimation 


SENSITIVE greater relative sensitivity to acetoacetic acid— 
the more reactive ketone | eS 


supplied: Bottles of 90 KETOSTIX Reagent Strips— No. 2391 


@ 


AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


42157 
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of transfusion’ and the incubation 
period is long enough, I think we 
can make a diagnosis of serum 
hepatitis with certainty. Many 
times there is doubt, and we have 
no specific test to distinguish these 
two diseases. 

Since we are in doubt some- 
times, even after a patient has 
been discharged, as to whether the 
final diagnosis should be infectious 
or serum hepatitis or some un- 
known hepatitis, perhaps we ought 


to say that these recommendations 


should apply to jaundice cases 
which are not definitely known to 
be noninfectious. When a patient 
has jaundice, I think it must be 
presumed, for safety reasons, that 
he has infectious or serum hepa- 
titis until the whole picture is 
known and the course is clearly 
not in accord with that diagnosis. 

The epidemiological evidence and 
the evidence obtained from human 
volunteer studies would suggest 
that the main route and perhaps 
the only normal route of trans- 
mission of the virus of infectious 
hepatitis from patient to patient 
is via the gastrointestinal tract. 
We handle our patients a$ though 
that were a known fact. 

Our patients with hepatitis are 
placed on bed isolation, not room 
isolation. This is the same type 
of isolation we would use for 
typhoid fever or a typhoid carrier 
state, or any of the salmonella 
carrier states. The patient’s bed 
and immediate environs are re- 


garded as infectious to contact. His 


excreta, of course, are so regarded. 
Persons coming in intimate con- 
tact with the patient wear an iso- 
lation ‘gown and practice adequate 
hand washing afterwards. If one 
has had no contact with the pa- 
tient or his bed, it is presumed he 
has not been exposed to the dis- 
ease. We place another patient in 
the room if the other patient has 
a disease that is noncommunicable 
via the respiratory route. 

In addition, of course, the pa- 
tient is placed on needle and 
syringe isolation. This means that 
any needles and syringes used on 
the patient are disposed of imme- 
diately by dropping them into a 
receptacle, preferably one contain- 
ing a disinfectant, and that ade- 
quate care is taken by the person 
using the needle and syringe not 
to prick or scratch himself with 
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is stamped on laboratory request forms accompanying 


specimens from hepatitis patients. An isolation label is also pasted on the patient's chart. 


the needle. The whole container, 
including the syringe and needle, 
is then autoclaved prior to clean- 
ing. 

Chemical disinfection is not de- 
pendable for most of the viruses, 
and certainly not for the hepatitis 
virus. 

Dishes are handled in the same 
way as for any other infectious 
case. That is, the food tray is 
taken into and out of the room 
by one of the nursing staff. The 
dishes are handled _ separately, 
promptly put in the dishwasher, 
and go through the regular dish- 
washing procedure. 

I would like to re-emphasize one 
point. Every specimen that goes 
to the laboratory from an isolated 
patient should be so identified, and 
if from an infectious hepatitis case 
or serum hepatitis case, should 
carry the designation: ‘Infectious 
Hepatitis.” 

The question comes up of how 
to protect an employee or one of 
the staff who accidentally receives 
what we would regard as an ex- 
posure. 

We have had nurses and one 
doctor on our staff who stuck a 
needle into a finger or hand or 
scratched themselves with a nee- 
dle. which had just been used on 


a patient with hepatitis. In an- 


other case, blood from a syringe 
being withdrawn from a patient 
squirted into the eye of a nurse. 

I think we should regard any 
contact with blood or fluid from 
a patient with hepatitis as prob- 
able exposure to the virus. These 
substances falling on mucous 


membrane, in an eye, or on the 
skin, and even the smallest scratch 
with a freshly used needle, con- 
stitute possible contamination. 

We send these people to the 
employee health unit to receive 
gamma globulin. 

Dr. Zubrod: I want to ask Dr. “Mc- 
Cullough one question. An article 
appeared recently in The Annals 
of Internal Medicine on 15 cases of 
homologous serum jaundice which 
apparently could be traced to den- 
tal procedures.! The author point- 
ed out that the dentist very often 
does not use heat sterilization for 
his instruments, and I think this 
observation raises a question as to 
whether this might not be a very 
common source of some cases of 
hepatitis. Would you care to com- 


ment on that at all, Dr. McCul- > 


lough? 
Dr. McCullough: I believe dentists, 
by and large, often use chemical 


disinfection, and we have reason 


to believe that this is not adequate 
for many viruses, including that 
of serum hepatitis. 

Dr. Williams: In that regard I 
should like to mention another 
precaution. In sending our people 
out to do finger pricks for blood 
counts, we do not re-use the nee- 
dles, as many hospitals do. We 
have an autoclaved needle for 
each patient, and every needle is 
destroyed immediately after one 
use. | 

Dr. Zubrod: Since there are no 
further questions, the meeting is 
adjourned. 


1. Foley, F., and Gutheim, R. Serum- 
hanatitic following dental procedures. 
Ann. Int. Medicine, 45:3 Sept. 1956. 
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hats Your Oxygen CPP ? 


S TOP AND THINK a moment about the cost differential 
between the amount you pay for oxygen per cubic foot 
and what it actually costs you to render an effective 
treatment. You'll find that the additional expenses of 
- nurses, orderlies, records clerk, and maintenance and 
storage facilities radically increase the ultimate cost of 
oxygen to the hospital. 

LINDE can help you to reduce the over-all cost of oxy- 


gen per patient. We can furnish ideas and visual aids — 


Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, New York 
Offices in Other Principal Cities 


TRADE-MARK 


In Canada: Linde Company. Division of Union Carbide Canada Limited. 


* Cost Per Patient—the ulti- 
mate cost to the hospital per 
hour of effective treatment. 


that will help you to cut costs of oxygen installations, 


operations, and treatments. We can even assist you in 
setting up an efficient bookkeeping system. We can show 
you how to avoid accidents. We offer advice in planning 
and installing an efficient storage and distributionsystem. 

Oxygen information and practical aid for hospitals 
has always been a LINDE service. To find out how you 
can get the most from your oxygen dollar, just call or 
write the LINDE office nearest you. 


The terms “‘Linde”’’ and “‘Union Carbide” are registered trade-marks of Union Carbide Corporation. 
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MAIMONIDES HOSPITAL OF B'KLYN 


PRODUCT AND SERVICE EVALUATION 


/ / Complaint 


Praise 


Vendor 


Item 


P.O. # 


Date & Time Rec'd 


Quantity Rec'd 


Evaluation (be specific) 


Action Taken by Dept. 


/ 


AB ACIMA 
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MAIMONIDES HOSPITAL OF BROOKLYN 
a BROOKLYN 18 


vistas 3 1200 


NEW !TEM LISTING 


ITEM 


DATE 


MANUFACTURER 


DISTRIBUTOR 


CATALOG DESIGNATION 


DESCRIPTION & SPECIFICATIONS Gtate title & number of Federal, City, U L et 
Date Dept. Head pe ns item is guaranteed to meet } Attach 


cification 
available printed materia 


Submit in duplicate to Purchasing Office 


Form #354M 
PRICE SCHEDULE (| how pac ivery charges 
_ ITEMS WHICH THIS WILL SUPPLANT 
COMPARABLE ITEMS. 
MAIMONIDES HOSPITAL department heads evaluate goods Last on reverse side three (3) bospuitals here ite is now 
regular basis 
and services by means of form shown above. ‘“‘New See 


MAJOR USES 


ADVANTAGES 


Item Listing’’ form (at right), filled out by sales repre- 
sentatives, gives complete information on new products. 


quick and precise exchange of information is the mainstay of this campaign for 


breaking the ‘unsound’ barrier 


ik HE PURCHASING agent too often 
is isolated from the rest of the 


hospital by an “unsound”’ or silent . 


barrier. He may find himself in 
the dubious position of being 
everyone’s best friend—and being 
the last one to learn of develop- 
ments that have a bearing on his 
work. If he is to perform his best 
work, it is necessary that certain 
pieces of information be brought 
to his attention immediately, 
rather than for him to have to wait 
for them to filter through this bar- 
rier. 

He is dependent, in a large 
measure, on the department head 
for information of the following 
types: 

1. Suggestions for using speci- 
fic products—new or old—to 

Harold A. Schneider is assistant direc- 
tor of Maimonides Hospital of Brooklyn 


(N.Y.) and vice president of the Associa- 
tion of Hospital Purchasing Agents. 
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A free’ exchange of information 
among the purchasing agent, depart- 
ment heads, and _ supplier  repre- 
sentatives will not only improve 
working relationships, the author 
states, but will also make the hospi- 
tal’s purchasing program more ef- 
fective and improve the level of 
services offered by departments. 


lighten the load of a department, 
reduce cost, reduce manpower, etc. 


2. Information as to whether 


items being purchased meet or do 
not meet the needs of the depart- 
ment and whether specifications 
should be raised or lowered to al- 
low for the most economical use. 

3. Evaluation of the services 
given by the vendors as to quality 
and willingness to cooperate. 

4. Specific evaluation of the 
goods received as to quality and 
quantity. 


BY HAROLD A. SCHNEIDER 


The “unsound” barrier can be 
attacked as a matter of communi- 
cation. It is the purchasing agent’s 
responsibility to conduct a cam- 
paign which would create an at- 
mosphere conducive to the free 
flow of the information he seeks. 
He must instill a feeling of genu- 
ine interest in the functioning of 
each department. He should make 
the department head understand 
that through mutual cooperation 
a better job of purchasing can be 
done, which, in turn, means his 
department can function more ef- 
ficiently. Each department head 
should be made to understand that 
it is to his own advantage to play 
an active part in purchasing. 

In order to keep the department 
head better informed, a question- 
naire entitled “New Item Listing’’, 
to be completed by salesmen, was 
developed at Maimonides Hospital 
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THEY’RE PLANNING A ee 


NEW COLOR FILMSTRIP SHOWS HOW ALGE EQUIPMENT PLANNING SERVICE 


CAN SIMPLIFY YOUR EQUIPMENT PLANNING i | 
/ Whether you are building, remodeling or 


/ refurnishing, in just 20 minutes this new 
Aloe filmstrip will simplify your task. 
In full color, it quickly explains how other 
leading hospitals have taken advantage 
of the complete Aloe Equipment Planning 
Service to insure the most in efficiency, 
utility and colorful beauty, at lower cost. 


The filmstrip describes in detail the 
systematic, coordinated plan of assistance 
that Aloe offers from the beginning of 
your program, with sustained service 
following completion. Backed by 
experience in equipping oveg, 400 new 
hospitals, Aloe can relieve you of many 
of the details of planning your 
equipment requirements. 


Mail the convenient coupon today to 
reserve a showing date, without cost or 
obligation, of course. Available to 
administrators, architects, hospital 
boards, and consultants. 


2 


Equipment Planning Service 

Dept. 10) 

A. S. Aloe Company 
1831 Olive Street, St. Louis 3, Missouri 


We would like to see your new color filmstrip: 


a » 
A. $. ALOE COMPANY 1831 OLIVE ST. (place) (time) (hour) 
| 14 FULLY STOCKED DIVISIONS COAST-TO-COAST ST. LOUIS, MO. Name__ 
Title 
Street 
City & Zone State 
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See — Check— Compare * 
— AND SAVE MONEY! 


TARNELL 


B CASTERS AND WHEELS ~<a 


~ 


* 


O 


offer 
ease of movement, quietness, 
floor protection and increased 
employee efficiency. There are 
a variety of fittings for easy 


installed, but if proper size is used it will 


not come loose in service. One size will fit 
the three popular size bed tubings: 1.9” round, 


142” square and Graceline tubing. 


DEMAND DARNELL DEPENDABILITY 


ite 


The Book fi 
You'll Want 
For Ready 


Reference! 


DARNELL CORPORATION, 


LTD. 


DOWNEY (LOS ANGELES COUNTY) CALIFORNIA 
60 WALKER STREET, NEW YORK 13, NEW YORK 
36 NORTH CLINTON STREET, CHICAGO 6, ILLINOIS 


Nets 


adaptation to all types of 
equipment, making installation 
simple and permanent. For 
instance, there is the popular 4-L metal tube 
_ fitting shown here. Not only is it easily 


of Brooklyn. This form. has re- 
duced the amount of time and 
energy required by the purchasing 
staff to disseminate information 
about new items presented to the 
purchasing agent by sales repre- 
sentatives. 

Prior to the use of this question- 
naire it was necessary for the 
salesman to give a detailed verbal 
report of a new product to the 
purchasing agent, who took de- 
scriptive notes on price, specifica- 
tions, advantages, and so on. The 
purchasing agent: would then dic- 
tate a memorandum based on these 
notes to the department head con- 
cerned, filling in whatever addi- 
tional details he remembered. 
Sometimes he would overlook the 
department head and simply file 
the data. 

Occasionally, instead of follow- 
ing the above procedure, the pur- 
chasing agent would ask the sales- 
man to describe the new product 
directly to the department head. 


NEW PROCEDURE SIMPLER 


Since the questionnaire has been 
in service, however, it is a simple 
procedure for the purchasing agent 
to give the salesman a “New Item 
Listing” form to complete and re- 
turn at a later date when he has 
a new product to offer or believes 
one would be of particular in- 
terest. The form is specific in that 
it requests such information as full 
specifications, description, pack- 
aging, price, which institutions 
are using it on a regular basis, and 
in what ways the product is su- 
perior and/or inferior to similar 
items on the market. The form re- 
quests, too, that samples and bro- 
chures be submitted with it. The 
completed form is duplicated on 
a photocopy machine and copies 
sent to all concerned. Because the 
form actually saves time for the 
purchasing agent and his staff, it 
is used extensively to maintain a 
constant flow of information to the 
various departments. 

The “New Items Listing’? form 
has also been helpful in making 
presentations to the Standards and 
Specifications Committee. This 
committee was established with 
the approval of the hospital di- 
rector as part of a campaign by 
the purchasing agent to invite the 
opinions of the medical and nurs- 
ing staff in the evaluation of new 


products. The committee, headed 
by the purchasing agent, has 
permanent representation from 
the departments of medicine, sur- 
gery, obstetrics/gynecology, pedi- 
atrics and nursing. When items to 
be discussed involve other depart- 
ments such as_ pharmacy, the 
laboratories, central supply, oper- 
ating room, or engineering, repre- 
sentatives from these units are 
invited. Minutes of each meeting 
are sent to the director of the hos- 
pital to keep him informed of 
committee actions. 


HOW COMMITTEE FUNCTIONS 


Items most often handled by the 
committee are medical and surgi- 
cal supplies. This is due to the 
fact that these items are the most 
difficult to introduce or change be- 
cause of the number of persons 
whose opinion must be obtained. 
Prior to the formation of the com- 
mittee it was necessary to seek 
out separately the heads of the de- 
partments of medicine, surgery, 
nursing, and so on, to gain ap- 
proval. Now, representatives of 
these departments are assembled 
and their opinions solicited. 

Supplies other than medical or 
surgical are discussed with the 
department heads most concerned. 
To discuss these matters in com- 
mittee would not only waste the 
time of the professional staff, but 
would lessen their interest in this 
work. 

The Standards and Specifica- 
tions Committee has become one 
of the sounding boards used by the 
purchasing agent for advancing 
his own ideas as well as for re- 
ceiving valuable information as to 
the use of items in service. For 
example, when the committee dis- 
cussed individual prewrapped 
sanitary pads, it was discovered 
that the purchasing department 
was supplying the pads in a pre- 
wrapped package of 12 only to 
have the obstetrical department 
break open the package and re- 
wrap them individually. 

The outcome of the discussion 
was that the purchasing depart- 
ment was authorized to buy the 
pads unwrapped and thereby save 
the premium paid for the 12-unit 
pack. This action did not interfere 
with. the evaluation system, and 
we were able to proceed with a 
study of the use of pads indi- 


_ HOSPITALS, J.A.H.A. 


SLRS: 
| 
ts 
ise 
| 
by 
Att*acy + 
= 
A = 
and‘ 
DARNELL HOSPITAL CASTERS 
rr, 
J 
i\ 
é 
— 


vidually wrapped by the manu- 
facturer. 

The committee has been helpful 
in breaking the monopoly enjoyed 
by one brand in such items as su- 
tures, rubber gloves, and adhesive 


tape. Once new brands have been © 


approved, the bargaining power of 
' the purchasing agent is enhanced, 
since he is no longer limited to one 
source. He also has two or more 
manufacturers offering him service 
instead of only one. Competition 
creates a healthy atmosphere for 
both the buyer and the seller. 

To encourage the early report- 


ing of the value of goods and 


services, a form was developed en- 
titled ““Product and Service Evalu- 
ation’’. Because of its importance, 
this form was initially discussed 
at a meeting of department heads. 
The form was then distributed 
with a message that the purchas- 
ing department could render bet- 
ter service to each department if 
it were informed whether the 
goods and services received met 
departmental needs. It was pointed 
out that it was impossible for the 
receiving. department to inspect 
every piece of merchandise and 
that the department heads were 
relied upon for advice. 


BASIS FOR COMPLAINT OR PRAISE 


The “Product and Service 
Evaluation” form was soon re- 
christened the “Complaint or 
Praise” form. It has proved its 
value many times over in giving 
the purchasing department the 
factual information needed to in- 
stitute a complaint or to compli- 
ment a vendor on his supplies or 
services. 

The form is filled out in dupli- 
cate and sent to the purchasing de- 
partment. The completed form 
supplies information relating to 
the vendor, order number, and the 
date the item in question was re- 
ceived. It also includes an evalu- 
ation of the item and states what 
action has been taken by the de- 
partment. The purchasing agent 
issues instructions as to what 
further action is to be taken. The 
result of this action is noted on 
the forms and one copy is returned 
to the department and the dupli- 
cate is retained by the purchasing 
agent. 

The ‘“Complaint-Praise” form 
has helped break the “unsound” 
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Low Cost = Low Cost 


INSTALLATION MAINTENANCE 


MANUAL DOOR CONTROLS 


Superior design of Dor-O-Maric controls makes them sim- 
ple and inexpensive to install. Rugged construction requires 
minimum maintenance. Positive two-speed closing action 
with any type door. No unsightly detraction from beauty 
and design because Dor-O-Martic controls are concealed in 
the floor. ; 

Positive built-in backstop—eliminates door 6r floor ap- 
plied stop devices. Built-in hold-open. No 
seasonal adjustments necessary. Thirty- 
one models to choose from. 

Write for detailed information. 


Dor-MAN—Forcompletely 
automatic door controls et 

in carpet or handle 
actuated models. 


Dor-O-Martic Invisiste |; 


SEE OUR CATALOGS IN SWEET'S 


ents Sales and Service in Principal Cities = 


; division of REPUBLIC INDUSTRIES, INC. 
= = 7362 West Wilson Avenue 
Chicago 31, Illinois . 


CANADA: Dor-O-Matic of Canada, 550 Hopewell Avenue, Toronto 10, Ontario 
EXPORT: Consultants International, 69-77 Bedford Street, Stamford, Connecticut 
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barrier in the following ways: 

1. It provides a formalized 
method for the department to 
register its evaluation. 

2. Purchasing is supplied with 
the information needed to react to 
the evaluation without having to 
check its files for additional in- 
formation. 


3. Reporting an evaluation is no 
longer a haphazard affair. 
4. The purchasing agent is able 


to file his copies so that he has — 


factual reminders as to the in- 
cidence of complaint or praise 
credited to each vendor. 

5. Vendors know incidents are 
reported quickly and are pleased 


Lightweight easel (21B-1) 
Manufacturer's description: Weighing 


less than 12 lbs., this new alumi- 
num easel extends to a height of 
72 in., closes to 29 by 45 in., pro- 
vides a work or display area 27 by 
36 in., and can be set up or taken 


down by one person in a matter 
of seconds. A smaller model in- 
tended for use on a desk or table 
weighs less than 8 lbs. Both models 
adjust easily and hold any desired 


position. They are sold direct, $65 


2 


4 


for the floor model and $45 for the 
desk model, f.o.b., Leeds, Mass. 
Chart-Pak, Inc., Dept. H, River 
Road, Leeds, Mass. 


Medical examination lamp 


(21B-2) 
Manufacturer's description: The danger 


and fear of burns as well as heat 
discomfort is 
said to be elimi- 
nated from 
these. new 
medical exami- 
nation lamps. A 
new type of re- 
flector with. a 
built-in ‘‘flue”’ 
dissipates the 
heat rapidly. A 
regular 75-watt 
bulb produces 
as much as 450 footcandles of light 
for close examination or minor 
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» If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRCDUCT NEWS 


_______Lightweight easel (21B-1) 
examination lamp (21B-2) 
electrocardiograph 
(21B-3) 
___Cassette tunnel mattress pad (21B-4) 
___Corner protector (21B-5) 
____Dental!l unit (21B-6) 
crusher (21B-7) 
__.__.__Portable vegetable peeler (21B-8) 


PRODUCT LITERATURE 


analgesic (21BL-1) 
and fasteners (21BL-2) 
Shelf filing (21BL-3) 

Underground pipe conduit (21BL-4) 
___._.Valve catalogue (21BL-5) 


NAME and TITLE 


dressing self-server (21B-10) 
___ Shoes for nurses (21B-11) 
_______Suture and ligating reel (21B-12) 
cleaner (21B-13) 
tray cart (21B-15) 
He Movable walls (21B-16) 


facts (21BL-7) 


Marble polish (21B-9) 


Safety ladder (21B-14) 


Standby electric generators (21BL-6) 


Laboratory glassware and clinical 


supplies (21BL-8) 


HOSPITAL 


ADDRESS 


(Please type or 
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print in pencil) 


to receive a compliment, when de- 
served, as readily as a complaint. 

6. The department head, upon 
the return of his copy of the form 
from the purchasing department, 
knows that he has played an active 
role in these activities and is 
pleased to receive a formal ac- 
knowledgment. 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


surgery and the reflector remains 
cool to the touch. The new light 
also has a special friction-free ad- 
justment that puts the light any- 
where and holds it without danger 
of the extension falling down. 
Faries Lamp Division, Dept. H, 
Elwood, Ind. 


Transistorized electrocardiograph 


(21B-3) 
Manufacturer's description: This instru- 


ment offers numerous features 
which simplify operation and make 
the taking of electrocardiograms 
more convenient. They include: 
two basic controls for operation; 
push-button grounding to aid 
elimination of AC interference; 
automatic amplifier stabilizing 
action as lead selector knob is 


gi 


- 


turned; automatic power shut-off 
when cover is closed; writing sur- 
face beneath chart for making 
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notations, and extremely quick, 
easy chart reloading. Tiny transis- 
tors are used in place of most 
vacuum tubes, and circuits are 
contained on printed wiring panels 
the size of calling cards. Sanborn 
Co., .Dept. H, 175 Wyman St., 
Waltham 54, Mass. 


Cassette tunnel mattress pad 
(21B-4) | 

Manufacturer's description: This new 
pad is said to permit the roent- 
genologist to meet the broadest re- 
quirements .of the surgical -team 
for precise radiography during 
operative procedures. Loading, 


positioning and unloading are ac- 
complished from outside the sterile 
field. The pad is substituted for the 
regular pad and thereby becomes 
an integral part of the table, re- 
sponding to height, tilt, and Tren- 
delenburg. The film holder may 
be centered precisely at any de- 
sired location from the top of the 
head to the popliteal area. Ameri- 


can Sterilizer Co., Dept. H, Erie, 


Pa. 


Corner protector (21B-5) 

Manufacturer's description: This rubber 
bumper, de- 
signed to pro- 
tect corners in 
hospitals and 
other _institu- 
tions, consists 
of a 4-foot V- 
shaped unit 
that is cemented 
permanently to corners. The pro- 


tectors are corrugated inside for. 


permanent cementing to corners 
and each protector comes with the 
proper cement for installation. St. 
Clair Rubber Co., Dept. H, 440 E. 
Jefferson, Detroit 26, Mich. 


Dental unit (21B-6) 
Manufacturer's description: This ultra- 


high speed unit wipes away tooth 
structure with a feather touch. It 
is 70 per cent lighter than other 
belt-driven handpieces and can be 


operated at 10, 20, 30, 40, 50 pounds 
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At last, the medical profession has a really 
personal, portable pager . . . Motorola’s new 
Handie-Talkie® Radio Paging System. Atthe 

touch of a selector button, it will single 
Out a particular doctor, administrator, or 
nurse, anywhere in the hospital . . . and 
deliver any message to him, and him alone. 


An alerting buzz sounds in the tiny 
10-ounce RADIO PAGER which that 
person carries, while all other receivers 

remain silent. The voice message follows 
... heard only by the person paged. There 
are no bells, lights or annoying personal 
address calls . . . this time-saving Motorola 
personal pager that slips in the pocket, 
instrument bag, or clips to the belt does it all. 


Where an existing paging system cannot 
be completely replaced, Radio Paging 
offers a nominal cost supplement for use 
by key roving personnel during the day or 
night. Motorola provides installation and 
guaranteed maintenance. 


SEND 
COUPON 
TODAY 


for illustrated 
folder containing 
full information on 
the Motorola Radio 
Paging System and 
applications. 


With convenient Pocket Pager, emer- 
gency or routine messages are trans- 
mitted instantly, positively. 


Operator pushes proper button on se- 


. lector box, desired pager buzzes, personal 
voice message follows. 


MOTOROLA 


radio paging systems 


MOTOROLA COMMUNICATIONS & ELECTRONICS, INC. 
A SUBSIDIARY OF MOTOROLA, INC. bey: 
4503 AUGUSTA BOULEVARD ¢ CHICAGO 51, ILLINOIS 


NAME TITLE 
HOSPITAL 

ADDRESS 

city ZONE___ STATE 


X | 
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and higher air pressures and will 
attain speeds in excess of 100,000 
rpm. The unit can be easily 


adapted to any make dental unit 
without necessitating cumbersome 
foot controls or switches. The 
Weber Dental Mfg. Co., Dept. H, 
Canton, Ohio. 


Can crusher (21B-7) 

Manufacturer's description: This is a new 
device for safely crushing empty 
cans. It compresses cans to ap- 
proximately 10 per cent of their 
original volume in less than 4 
seconds per can, automatically 
storing the crushed debris in a 
standard 55-gallon drum, upon 


> illumination. 


WRITE FOR A CONCENTRA-LITE FOLDER 


Two lights in one 


Whatever the lighting problem, Castle’s Concentra- 
Lite meets surgery’s most exacting demands. 


1. Four reflectors are used to provide field trans- 
illumination ...ideal for heart, brain, or thoracic 
Surgery and the numerous procedures where a 
small or oBtique incision tends to restrict vision. 


2. For. general surgery, the reflectors may be 
grouped at any point over the table to give maxi- 
mum penetration. Reflectors are independently ad- 
justable for either overlapping spot or wide-area 


WILMOT CASTLE COMPANY 
1702J East Henrietta Road « Rochester, N. Y. 


which the unit is mounted. It can. 
handle any empty 1 to 5 qt. can, 


either round or rectangular. The 


unit will work on any standard 
compressed air line (80 to 125 
psi.). Operating safety is assured, 
since crushing can occur only when 
the hood is closed. Regulet, Inc., 
Can-Pac-Tor Division, Dept. H, 
831 S. Wabash Ave., Chicago 5, Ill. 


Portable vegetable peeler (21B-8) 
Manufacturer's description: This new 
portable vegetable peeler peels a 
15-lb load in 
less than one 
minute. The 
peeler may be 
used on the 
drainboard' of 
any sink and 
requires no in- 
stallation or 
plumbing. Pul- 
verized peel- 

ings flow down | 

the drain without danger of clog- 
ging. A mobile stand is available 
for use with the peeler. It has an 18 
by 20-in. top and convenient stor- 
age shelf. Universal Industries, 
Inc., Dept. H, 366 Mystic Ave., 
Somerville, Mass. 


Marble polish (21B-9) 
Manufacturer's description: This new 


liquid cleaner/waxer does not re- 
ewe quire skilled 
=. application, and 

« can be handled 
easily. and 
safely by §in- 
side mainte- 
nance men. It 
23 
wiped or sponged on, allowed to 
haze-dry, and is then removed 
with either hand cloth or buf- 
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fer. It is recommended for any 
polished marble surface except 
floors, and can also be used on non- 
porous tile, terrazzo, and alabaster. 
One gallon, which will renew 
several thousand square feet, costs 
$7.95, express collect. Document 
House, Formula and Chemical 
Division, Dept. H, P.O. Box 242, 
Greenwich, Conn. 


Salad dressing 
(21B-10) 


Manufacturer's description: A rack with 


an attractive brass-finished de- © 


sign holds six two-ounce bottles 
of -salad dressings—all different. 
With this rack, the hospital dietary 
department is able to offer patients 
the unusual service of allowing 


‘them to choose their own salad 


dressings at bedside. Louis Milani - 


Foods, Inc., Dept. H, 12312 W. 
Olympic Blvud., Los 64, 
Calif. 


Shoes for nurses (21B-11) 
Manufacturer's description: Patented 


construction features five resilient | 


coil springs set in sponge rubber 
to support the arch and thus re- 
lieve legs and feet from strain. The 
shoes are lightweight, made of top- 
grade leather, and have a flat 


foam-rubber sole. Available in all 
sizes and widths, in white only, at 
$12.95 per pair postage paid. 
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_Springease Shoe Company, Dept. 


H, Box 92, Minneapolis, Minn. 


Suture and ligating reel (21B-12) 
Manufacturer's description: This suture 


reel eliminates the necessity of 
buying two separate put-ups—one 
for sutures and one for ligating: 
The surgeon simply “palms” the 
reel as it comes from the packet, 
allowing his fingers maximum 
freedom to work. A smooth, con- 
tinuous flow of catgut is delivered 
free from kinks. Bauer & Black, 
Division of the Kendall Co., Dept. 


H, 309 W. Jackson Blvd., Chicago 
6, Ill. 


Ultrasonic cleaner (21B-13) 

Manufacturer's description: This ultra- 
sonic cleaner operates on a fre- 
quency of 40 to 44 kc., incorporates 


‘Vaccine 


is the FIRST 


preventive step. 


NOW \ environmental disinfection 


is imperative. 


When the Asian Flu Virus hits the 
. hospital, its spread will be rapid and 
relentless. Disinfection of patient rooms 


and public areas is positive action 
the hospital should take to control 
spread of Asian Influenza. 


Amphyl®, O-syl®, and Lysol® kill the 
Asian Flu Virus. These wide spectrum 
Lehn & Fink disinfectants also 

kill infectious organisms which ) 


cause feared secondary complications 


of Asian Influenza. 


If you would like definite suggestions for 
disinfection iene. please write: 


& Fink 


PRODUCTS CORPORATION 


essional 


445 PARK AVENUE, NEW YORK 22, N.Y. 
SPECIALISTS IN ENVIRONMENTAL ASEPSIS 


Or.m. REG. 
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not damaged by immersion in 
water and/or chlorinated solvents 
may be safely cleaned. The unit 
has a self-contained filtering sys- 
tem. Vibro-Ceramics Division, 
Gulton Industries, Inc., Dept. H, 
212 Durham Ave., Metuchen, N.J. 


Safety ladder (21B-14) 
Manufacturer's description: A ladder- 


locking device, in which the 
spring-loaded safety ladder is de- 
pressed and locked into positive 
bearing position on the floor from 
a simple pedal on the bottom step, 
is now being incorporated into 


a forced air cooling system and has 
a cleaning tank capacity of one 


gallon. Only sudsless detergents or 
chlorinated solvents are required. 
Any small part, tool, or instrument 


try this traction 


Put o MATEX Dermatized With equal pressure for The MATEX Dermatiz 
glove on one hand—g both pull in love holds. The 
smooth glove on the other. opposite directions. love slips off. 

Wet both gloves. 

Grip smooth surface. 


to learn why 


THERE'S LESS TRAUMA WITH 
MATEX DERMATIZED GLOVES 


The skin-like texture of MATEX Dermatized 
gloves gives twice the grip 

on wet instruments or tissue as is 

possible with smooth gloves. 

With MATEX Dermatized, the surgeon 
exerts less pressure to maintain 

secure grip — tissue suffers less trauma — 


protracted surgery is less tiring. - 


Write to MASSILLON RUBBER Company for 
free kit to demonstrate this test yourself. 


MAS 


MPANY 


this series of ladder trucks. The 
truck is then stationary and stable, 
leaving the operator free to stand 
on top of the truck for high reaches. 


or load or unload from any side 
without its rolling. Working reach 
is increased from 9 to 10 feet, de- 


pending on _ individual stature, 
with the addition of the step-lock. 
Rol-Away Truck Mfg. Co., Inc., 
Dept. H, 6143 SE Foster Road, 
Portland 6, Ore. 


New tray cart (21B-15) 
Manufacturer's description: The compact 


design of these carts permits carry- 
ing 28 trays in the popular 16% 


by 22%-in. tray size; an increase 
of 40 per cent above typical 20- 
tray capacity carts. Elimination of 
all electric prewarming elements 
and internal wiring permit speedy, 
high temperature “shower-bath’”’ 


washing, inside and out. The in- 


sulated cold compartment includes 
stainless steel sliding pull-out 
shelves. Mealpack Corporation, 
Dept. H, 2014 Ridge Ave., Evans- 
ton, Ill. 


Movable walls (21B-16) 
Manufacturer's description: The wall, 


called ‘““Budgex Wall,” consists of 

prefabricated panels which can be 

erected by any carpenter. Features 

include flush surfaces which are 
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washable and repaintable. The 


walls also have a sound-retarding 
core of spun fibre glass between 


the wall surfaces. The units are 


‘offered in standard panels (glazed 


or solid) 7 or 8 ft high. Doorway 


panels are also available. GR Prod- 
ucts, Inc., Dept. H, 2417 Eastern 
Ave., Grand Rapids, Mich. 


foduct biterature 


Antacid analgesic (21BL-1)—Re- 
prints of articles on the pharma- 
cology and clinical use of this 


antacid analgesic are available. 


Bristol-Myers Co., Dept. H, 19 W. 
50 St., New York 20, N.Y. 


Clamps and fasteners (21BL-2)—A 
16-page catalogue featuring a 
complete line of clamps and fas- 
‘teners. Pictures, complete descrip- 
tions, specifications, ordering 
information on each line are in- 


cluded in the catalogue. Bassick © 


Co., Specialty Hardware Dept. H, 
Bridgeport 5, Conn. 


Shelf filing (21BL-3)—Catalogue 
describes a filing system for medi- 
cal records and x-ray negatives. 
The units described feature space- 
saving details. Visi-Shelf File, 
Inc., Dept. H, 225 Broadway, New 
York 7, N.Y. 


Underground pipe conduit (21BL-4) 
—This 12-page booklet covers all 
the essentials pertaining to under- 
ground pipe conduit. It shows how 
this product is constructed and 
installed, gives complete specifica- 
tions, and shows typical examples 
of installations. Porter-Hayden 
Companies, Dept. H, 825 Freling- 
huysen Ave., Newark, N.J. 


Valve catalogue (21BL-5)—An il- 
lustrated 136-page catalogue shows 
a complete line of bronze and iron 
body valves. Helpful technical 
data for the initial design of piping 
layouts are included. Ask for No. 
57 Valve Catalogue. The Fairbanks 
Co., Dept. H, 393 Lafayette St., 
New York 3, N.Y. 


Standby electric generators (21BL-6) 
—Folder 2-G describes a gasoline 
operated generator set with ample 
power for operating room, nurses’ 
call bell system, emergency light- 
ing, and others. Kohler of Kohler, 
Dept. H, Kohler, Wis. 


Shipping facts (21BL-7)—This fold- 
er gives full facts and case his- 
tories on shipping uncrated furni- 
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SEE COUPON, PAGE 62 


ture, furnishings, hospital and 
office equipment. North American 
Van Lines, Inc., Dept. H, Creston 
Division, Ft. Wayne, Ind. 


Laboratory glassware and clinical sup- 


plies (21BL-8)—A 24-page cata- 
logue lists more than 200 items, 
each illustrated and completely 
identified for easy reference. Glas- 
co Products Co., Dept. H, 111 N. 
Canal St., Chicago 6, Ill. 


VALVE ASSURES 
500 INDIVIDUAL 


An invisible vapor-spray that provides the 
answer to Hospital Management’s search 
for an effective, safe and unobtrusive 
medium for quickly dispelling embarrass- 
ing Hospital odors. 


*OZIUM QUICKLY REMOVES SMOKE... 
DESTROYS ODORS... AND REDUCES AIRBORNE BACTERIA 


Order through your distributor—or write 


y WOODLETS INC., 2048 Niagara St.. Buffalo 7, New York 
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fersennel changes 


*- west, St. Paul, Minn. 


PAUL W. AHLSTEDT has been 
ppointed administrator of the 
Methodist Evangelical Hospital, 
Louisville, Ky. He was formerly 
administrator of Wichita Falls 
(Tex.) General Hospital. Mr. Ahl- 
stedt is a graduate of the North- 
western University program in 
hospital administration. 


@® FRANK SCHUELLER has_ been 
appointed administrator of the 
Wichita Falls General Hospital, 
succeeding Mr. Ahlstedt. Mr. 


Schueller was formerly assistant 


administrator of the hospital. He 
is a graduate of the University of 
Minnesota program in_ hospital 
administration. 


@® SEYMOUR S. BLUESTONE, M.D., 
has been appointed director of the 
New York State Rehabilitation 
Hospital, West Haverstraw. He 
was formerly medical coordinator 
at the New York University-Belle- 
vue Medical Center, New York 
City. Dr. Bluestone’ succeeds 
AUSTIN J. CANNING, M.D., who is 
retiring. 


@ ForREST A. BROWER has been 
appointed assistant director of 


East Orange (N.J.) General Hos- 
pital. He was formerly an ad- 
ministrative assistant at the hos- 
pital. 


MR. CREIGHTON 


MR. BROWER 


JOHN E. CREIGHTON has been 
appointed administrative assistant 
at St. Luke’s Episcopal Hospital 
and the Texas Children’s Hospital 
in the Texas Medical Center, 
Houston. He was formerly an ad- 
ministrative assistant at Baylor 
University Hospital, Dallas, Tex. 
Mr. Creighton is a graduate of the 
University of Minnesota program 
in hospital administration. 


@ BERNARD ENTMAN has been ap- 
pointed assistant executive dli- 
rector of the Orthodox Jewish 
Home for the Aged, Chicago. He 
succeeds MELVIN DRAY who has 


been appointed administrator of — 


the Jewish Home of the North- 
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DONALD E. GILBERT has been 
appointed administrator of Brock- 
ton (Mass.) Hospital. He was 
formerly assistant director of 
Genesee Hospital, Rochester, N.Y. 
Mr. Gilbert is a graduate of the 
University of Minnesota program 
in hospital administration. 


@ T. P. HIPKENS has been ap- 
pointed executive director of the 
Industrial Home Crippled 
Children, Pittsburgh. He was 
formerly rehabilitation adminis- 
trator of the Pittsburgh office’ of 
the United Mine Workers of 
America Welfare and Retirement 
Fund. 


MR. KOSS 


MR. HIPKEN 


@ RICHARD E. Koss has been ap- 
pointed administrator of Mary 
Francis Skiff Memorial Hospital, 
Newton, Iowa. 


@ ROBERT C.: KrRuTZ has_ been 
appointed assistant administrator 
at Citizens General Hospital, New 
Kensington, Pa. He was formerly 
an administrative resident at the 
hospital. 


@ FRANK P. MAZZA has been ap- 
pointed administrative assistant 
at Citizens General Hospital, New 
Kensington, Pa. He was formerly 
purchasing agent and office man- 
ager of the hospital. 


MR. MAZZA MR. McTYIER 


@® FLoyp K. McTyYIER has_ been 
appointed accounting associate on 
the staff of the Hospital Council 
of Western Pennsylvania, Pitts- 
burgh. He was formerly business 


director of the Woman’s Hospital 
of Philadelphia. 


@®R. L. OLSEN been ap- 
pointed administrator of Itasca 
Memorial Hospital, Grand Rapids, 
Minn. He was formerly assistant 
administrator of Presbyterian 
Hospital Center, Albuquerque, N. 
Mex. 


@ ALBERT B. OSBORNE JR. has 
been appointed administrator of 
Centreville ‘Township Hospital, 
East St. Louis, Ill. He was for- 
merly assistant director of the 
University of Virginia hospital. 
Mr. Osborne is a graduate of the 
Washington University program 
in hospital administration. 


@ BEATRICE K. PALEN, R.N. has 
been appointed assistant hospital 
administrator in charge of nurs- 
ing education and nursing service 
at Crouse-Irving Hospital, Syra- 
cuse, N.Y. 


@® CLARA M. STEINER has an- 
nounced her resignation as ad- 
ministrator of Murphy Medical 
Center, Warsaw, Ind. She was ad- 
ministrator of McDonald Hospital, 
Warsaw, until the recent merger 
of the two hospitals. 


@ SHERIDAN C. SNIDER has been ap- 
pointed director 
of East Orange 
(N.J.) General 
Hospital. He 
was formerly 
assistant direc- 
tor of the hos- 
pital. Mr. Sni- 
der succeeds 
the late EDGAR 
 BAYROW, 
M.D. (Hos. 
PITALS, J.A.H.A., 
Sept. 16). 


MR. SNIDER 


Deaths 


ec. A. G. BLOM@QUIST died Sept. 
3 at the age of 66. Mr. Blom- 
quist was president of the Hos- 
pital Service Association of 
Savannah (Ga.). He had served 
on the group’s plans board as a 
representative of the Warren A. 
Candler Hospital since 1939 and 
was elected to the presidency in 
1956. : 


@ GEORGE HALPERN died Sept. 9 
at the age of 69. Mr. Halpern was 
superintendent of Lebanon Hos- 
pital, New York City, from 1919 
to his retirement in 1941. 
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Write Today | 
EQUIP YOUR HOSPITAL... 


EARN EXTRA INCOME 
WITHOUT INVESTMENT! 


(Not coin-operated) 


FULL INFORMATION FREE! 
Tear offs and mail this air moil 


Dahlberg, Inc., Golden Valley, Minneapolis 27, Minn. 


HEAR.. 


‘ONE PILLOW SPEAKER 
FOR TV AND RADIO! 


All controls are built in 


PATIENTS SEE... 
- CONTROL 
FROM BEDSIDE! 
TV and radio pro- 
grams at the touch 
of a finger! 


| 


MAGIC DIAL LIGHTS UP 
to indicate TV channel or 
radio station selected by 
patient. 


QUIET, UNCLUTTERED 
ROOMS! 


* No Loose Cords or Cables 


No Loudspeaker—No TV or 
Radio Noise 


— 
Dahlberg, Inc. 


Golden Valley, Minneapolis 27, Minn. 


Please send me, without obligation, complete information on the 
new Dahlberg Televiewer with remote control Pillow Speaker, and 
tell me how I can equip my hospital and earn extra income with- 
out investment. 


Hospital 

Address 
City Zone State | 
Individual Title 
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moue! Earn come ! 


Inaprove public, 


| Without Investment... Give Your Patients the 
Convenience and Comfort of the New, Quiet 


TV-Radio 


reveviewer 
with remote control 


pillow speaker 


Only th 
© pillow speake, 


has controls built-ini 


Now! One installation for all entertainment 
and diversional therapy services! 


Here’s what you get: 
e Master Amplified Antenna System for perfect 


. Hi-Fidelity TV-Radio Speaker 
Brightness Control 
@TV Fine Tuning Contro} 


reception. 
e New, full screen 17” Hospital for. each 
elector 


room and Pillow Speaker for each be 
e Installation, maintenance and servicing by our 


National Organization. 

PLUS... closed circuit hospital broadcasting 

facilities for complete communication program 
.. Staff... visitors: 


for patients . 
® Religious Programs @ Information Talks@ Planned 
Music for lobbies and work areas. @ Chapel Services 


@ Educational TV @ Paging. 


Solve your TV and Radio Problems! 
Get full details of new plan offering... 


ximum volume. 


INCOME-PRODUCING INSTALLATION 


Send this Postage Paid Air Mail Reply Card now! No obligation!” “yy PILLO 
at pati 


SPEAKER hongs | 
pr? s bedside when not in use 


First Class. 
Permit No. 5686 
(Sec. 34.9, P.L.&RJ 


Minneapolis, Minn. 


VIA AIR MAIL 


BUSINESS REPLY CARD 


No Postage Stamp Necessary if Mailed in the United State 


J 


— POSTAGE WILL BE PAID BY— 


Dahlberg, Inc. 
Golden Valley 
Minneapolis 27, Minn. 
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social service inventory 


SOCIAL WORK IN HOSPITALS. Ameri- 
can Hospital Association, National 
Association of Social Workers, 
and U.S. Public Health Service. 
Washington, Government Print- 
ing Office, 1957. 117 pp. 65 cents. 


This study presents an over-all 
picture of what is. being done by 
the 967 social service departments 
situated in the nation’s general 
and tuberculosis hospitals. A 
rather complete inventory has 
been compiled analyzing the ac- 
tivities, practices, organization 
and staffing of these departments 
in relation to bed size and type of 
hospital. 

In certain areas of function, 
relatively uniform patterns of 
practice are demonstrated. These 
patterns can serve as useful guides 
to the administrator who plans to 


re-evaluate or reorganize his so-. 


cial service department, or who 
may be planning to establish a 
new department in his hospital. 

Some of the features under 
study are particularly striking in 
view of the wide variations that 
are encountered in different hos- 
pitals. One example is the size of 
social service staffs. In the 76 gen- 
eral short term hospitals of 500- 
799 beds, there is an average of 7.3 
case workers with a range from 
1 to 25; in the 74 hospitals with 

400-499 beds, the average is 5.3 
workers with a range from .5 to 
34. A second example is in the 
case load per worker which shows 
extensive variations from hospital 
to hospital as well as in the same 
hospital, with a range of from less 
*’ than 50 to as many as 200 and 
more patients per worker. Pro- 
posed studies to determine a ratio 
of social work staff to hospital 
size and to develop more precise 
units of measurement of “social 
service” will be of interest to hos- 
pital administrators. 

section entitled ‘Major 
Findings, Conclusions and Rec- 
ommendations” effectively sum- 
-marizes the study and merits the 
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attention of hospital administra- 
tors and directors of social service 
departments. — MAx FUCHS, 
D.M.D.,° assistant director, Mount 
Sinai Hospital, New York City. 


Laundry methods guide 


THE INSTITUTIONAL LAUNDRY AS I SEE 
Ir. Sister Mary Celeste. St. Louis, 
Mo., St. Mary’s Hospital, 1957. 252 
pp. $4.50. 

It is evident that the author ex- 
pended much effort in gathering 
the material for this book which 
is the story of the complete laun- 
dry cycle, from the time the linens 
are deposited in the soiled linen 
chutes until they are redistributed 
throughout the various floors and 
service departments in the institu- 


tion. The physical plant of St. 


Mary’s Hospital in St. Louis is 
described in detail, including a 
floor plan. While this layout may 
not be adaptable to all institutions, 
much can be gained from studying 
the floor plan. 

Many new ideas are projected 
and many standard hospital laun- 
dry practices expanded and 
brought into focus in simple de- 
tail. The book thoroughly covers 
the field of hospital laundry opera- 
tion, including the handling of 
soiled linens to eliminate the possi- 
bility of cross contamination; 
washroom practices, involving 
washing formulas, stain removal 
and other pertinent subjects; and 
finishing department procedures. 
Several linen control systems are 
discussed and the advantages and 
disadvantages of these systems 
pointed out. A discussion of the 
procedure for taking physical in- 
ventory is illustrated with charts 
for inventory and perpetual in- 
ventory. 

In the chapter on physical lay- 
out, a detailed discussion of the 
equipment includes an itemized 
list of possible deficiencies which 
can be responsible for inferior 
quality finished work and slower 
production. How these deficiencies 


laundry methods guide 
new NFPA exit code 


can incredse overhead expense as 
well as decrease the life span of 
the equipment is explained. 

Several pages are ‘devoted to 
production forms, linen control 
forms and other record keeping es- 
sential to good records on laundry 
cost accounting. 

The book concludes with a glos- 
sary of technical laundry and linen 
terms. A summary of things to 
remember serves as a quick refer- 
ence guide to help the institutional 
laundry manager less versed in 
good washroom procedures. 

This volume is a most welcome 
addition to a very sparse library 
on the subject of institutional 
laundry management.—M. BILL 
NEWMAN, assistant administrator, 
Community Hospital, Indianapolis. 


New NFPA exit code 


The 1957 edition of the Building 
Exits Code, NFPA No. 101, has 
just been published by the Nation- 
al Fire Protection Association, 60 
Batterymarch St., Boston, Mass. 

The code deals with building 
exits and related life safety fea- 
tures from fire in buildings of all 
types and is now universally rec- 
ognized as a proper guide to life 
safety in buildings. It is concerned 
not only with exits, but also with 
those features of construction and 
protection which bear upon exit 
safety. Where automatic sprinklers 
are provided, for example, many 
other precautions are relaxed. In- 
terior finish of buildings, alarm 
systems, exit lighting, signs, air 
conditioning, and other special fea- 
tures are all covered. 

The Building Exits Code is not 
intended as a building code but is 
so written that it can be utilized 
as a supplement to building codes 
and should serve most usefully in 
dealing with a number of import- 
ant fire safety matters which can- 
not be covered in detail in any 
building code. The price of the 
code is $1.50. 
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ABOVE: 


staff. 


Nonstop, 
elevaior cars at Latter-day Saints Hospita!, 
Salt Lae City, permit transport to and 
from morgue on top floor in complete 
privacy. LEFT: Double doors of cars make 
them accessible to service area off main 
floor. BELOW: Special button for maternity 
patients summons car and alerts maternity 


bypass controls on 


by remodeling its obsolete elevator system, this Utah hospital gained 


new efficiency between floors 


HOSPITAL PLANT may have the 
finest in medical facilities, 
patient comforts and scientific de- 
vices on every floor, but may be 
losing efficiency of these facilities 
between floors. | 
In fact, vertical transportation— 
passenger and freight elevators, 
food conveyors, dumb-waiters and 
other nonpersonnel elevators—can 


Clarence E. Wonnacott is administrator 
of Latter-day Saints Hospital, Salt Lake 
City, Utah, and coordinator of adminis- 
tration for 11 affiliated hospitals in Utah, 
Idaho and Wyoming. 
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by CLARENCE E, WONNACOTT 


The author describes how Latter- 
day Saints Hospital analyzed its verti- 
cal transportation needs ‘during an 
expansion program, tells how short- 
comings of the existing elevator sys- 
tem were located, and lists specifica- 
tions of the expanded and improved 
system. 


be either a boon or a bottleneck in 
the day-to-day operation of a hos- 
pital. | 

The Latter-day Saints Hospital 


is now in the final stages of a 
multimillion-dollar expansion pro- 
gram that has increased its ca- 
pacity from 350 to 500 beds and 
brought it to the forefront in many 
new phases of hospital service. 
The efficient transportation of 
patients, equipment and supplies 
to its eight floors was a major 
problem in the expansion —.so 
complex a problem that it was 
deemed advisable to call upon a 
firm of elevator consulting engi- 
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neers* for help in analyzing our 
vertical transportation needs. 


BENEFITS CHECK LIST 


In planning efficient vertical 
transportation in our hospital, we 
began with a check list of benefits 
that modern elevator service can 
be expected to provide in a hospi- 
tal. We noted on the check list the 
benefits we were getting from 
existing elevators and the benefits 


we wanted from additional or re- | 


modeled elevators. Here is the 
check list: 7 

1. Do our elevators provide safe, 
efficient transport of personnel, 
patients, doctors, visitors, food, 
supplies and equipment? Are the 
cabs of proper width and depth to 
accommodate hospital equipment, 
and to enable the doctor or nurse 
to give the patient on bed or 
stretcher emergency service? 

Is the car entrance wide enough 
for easy loading and unloading of 
cars, beds, iron lungs? Do car doors 
provide adequate safeguard 
against striking entering and leav- 
ing passengers? Are there ade- 
quate communication facilities in 
the car for patient safety in event 
of an emergency? 

2. Do our elevators assist in the 
control traffic, particularly 
visitor traffic? Where a bank of 
elevators is used, does the super- 
visory control for the bank pro- 
vide maximumefficiency and mini- 
mum wasted time for each traffic 
period? 

3. Do our elevators avoid ex- 
pensive waiting time for all, and 
particularly for hospital person- 
nel? Are the elevators in the cor- 
rect location to make them readily 
accessible to hospital personnel? 
Have hospital departments been 
arranged to reduce vertical trans- 
port time to a minimum? Has 
proper elevator equipment been 
specified to give maximum ef- 
ficiency and reduce operating time? 

4. Do our elevators enable us 
to handle food, linens and other 
supplies at minimum cost? 

5. Do our elevators transport 
beds, -stretchers, iron lungs and 
other large equipment without in- 
terfering with movement of per- 
sonnel and visitors? Can one ele- 
vator be readily removed from 

*Charles W. Lerch, president of Charles 
W. Lerch & Associates, worked closely 


with hospital personnel throughout this 
project. 
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passenger service for special] trans- 
portation of equipment og emer- 
gency patients? 

6. Do our elevators transport 
patients with maximum comfort? 
Are the rates of acceleration and 
deceleration fast and smooth? Are 
doors and door closers noisy? Is 
the fan efficient and quiet, with- 
out draft? Are the lights in the 
car easy on the patient’s eyes? 


7. Do our elevators permit sepa-. 


ration of passengers and freight? 

8. Do our elevators operate 
quietly? 

9. Do our elevators fit a long- 
range plan for future expansion 
at minimum of cost? (Here, the 
correct location of elevators and 


departments in the floor plan is of | 


primary importance. Careful study 
of present and anticipated. traffic 
to be served will aid in accurate 
determination of the proper num- 
ber and location of elevators.) 

10. Does our elevator system 
give us freedom from worry over 
faulty service or failure of service? 


SYSTEM WOEFULLY LACKING 


By giving honest answers to 
these questions, we found the ele- 
vator system at Latter-day Saints 
Hospital woefully lacking in many 
respects. However, through ‘care- 
ful pre-examination and planning, 


we were able to develop an ele- 


vator service that now gives us a 
very satisfying score on the check 
list. 

It is important to carefully out- 
line the shortcomings of an exist- 
ing system and the benefits desired 
from a new system before the 
physical planning is started. Ele- 
vators are extremely costly to 
move, once installed. : 

Among the faults we discovered 
in our old system were: 

@ The elevator controls were so 
located that the operator was re- 
quired to look into a mirror to con- 
trol the heavy line of traffic, in- 
stead of having direct visibility. 

@® Cars-and doors were too small 
to properly accommodate large 
equipment, such as an iron lung or 
a large bed. 

® Cars did not.level properly at 
each floor. Stops and starts were 
always jerky. | 

@® Glaring center lights in the 
ceiling of the car were extremely 
annoying to patients being: trans- 
ported in beds. 


@ There were no indicators to 
advise waiting passengers of car’s 
location and direction. 

@ The lack of double gates on 
cars constituted a safety hazard 
which actually resulted in injury 
on at least one occasion. 

@ The slow speed of the ele- 
vators needlessly wasted a great 
deal of time during the day. This 
was particularly objectionable in 
the matter of food service for 
patients. 

No two hospitals are alike, of 
course. Each hospital is ‘special’ 
and has special elevator needs. But 
no matter how many undesirable 
features in an elevator system, a 
reasonable remedy can usually be 
found through careful study and 
analysis. 


REMODELING OR EXPANDING 


The logical way to plan elevators 
for a remodeling or expansion 
program is to consider all of the 
traffic variations in the building, 
then decide what the ideal solu- 
tion might be. 

This solution should then be 
weighed against physical and 
financial limitations so that a com- 
promise that comes as close as 
possible to the ideal can be worked 
out. 

Two important considerations in 
elevator planning, we found, are 
(1) to coordinate elevators and 
nurse stations so that the latter 
can check all arrivals and de- 
partures, and (2) to arrange for - 
separate transportation of special 
equipment and soiled material. 

Another problem that plagues 
many hospital administrators is 
the transport of food three times 
daily, as well as other essential 


_ supplies, by some means that does 


not congest passenger elevators or 
require undue handling and labor 
cost. Large hospitals might find a 
solution to this problem through 
use of vertical food conveyor sys- 
tems, a pneumatic tube system 
for supplies, and dumb-waiters 
for other materials. 7 

There are certain external fac- 
tors that should be considered in 
elevator planning. For example, 
the size and shape of the ground 
surrounding the building and ori- 
entation of the building to its lot 
should be studied. The access to 
the building from streets, parking 
lots or points of public transporta- 


HOSPITALS, J.A.H.A. 


r= 


tion also should be plotted. Where 
will the people most often enter 
the building, where and how will 
they leave? 


AUTOMATIC ELEVATORS 


One rather recent development 
that merits the consideration of 
an administrator contemplating 
elevator remodeling is the opera- 
torless, automatic elevator. 

Many administrators might at 
first rebel at this idea, just as we 
did at Latter-day Saints Hospital. 
When this type of elevator was 
' first suggested, not a single de- 
partment. head felt that it would 
be adequate for a hospital. 

Two years of experience with 
these automatic elevators (with 
their newer features), have dis- 
pelled all doubts about their 
safety, convenience and practical- 
ity. In their installation, every 
precaution was taken to provide 
maximum protection for the pa- 
tient.. An infrared electric eye 
mounted on a 45° 
bumpers on the doors provide 
double security. 

Our elevators are skillfully ad- 
justed for proper timing on door 
closing and for smooth and ac- 
curate leveling. In the event of a 
power failure or stoppage of an 
elevator between floors, each car 
is equipped with a_ telephone 
connected to the hospital switch- 
board. 

We find that the service with 
these automatic elevators is much 
faster than with manually oper- 


ated cars. There are no stops for - 


“conversation.” Another’ ad- 
vantage is that the payroll saving 
possible with automatic elevators 
helps to amortize the initial capi- 
tal investment. It has been said 
that automatic elevators can be 
amortized through savings in 
operator wages in a 10- to 15- 
‘year period. 

Still another 
automatic elevators is that serv- 
ice is available 24 hours a day 
with a consistently high level of 
efficiency. 


SAMPLE SPECIFICATIONS 


From our experience in mod- 
ernizing Latter-day Saints Hos- 
pital, we assembled some speci- 
fication check points for hospital 
elevators that may be useful in 
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equipment, 


angle and 


advantage of. 


other hospitals. They include: 

1. Size, over-all. Should be 
long enough to accommodate new 
7-foot beds, iron lungs, etc., and 
wide enough to permit rapid exit 
of passengers who may occasion- 
ally use car when beds or other 
equipment are also being moved. 

2. Door ‘openings. Preferably 
high. speed, center opening. Doors 
at both ends of car, when appro- 
priate. Door should be of sufficient 
width to permit free passage of 
two passengers 
abreast, or attendants alongside 
bed. | 

3. Speed. Dependent on verti- 
cal distance to be traveled. Special 
attention needed to avoid too 
rapid acceleration or deceleration. 

4. Ventilation. Three-speed 
quiet-running blower of correct 
volume. 

5. Lighting. Indirect, diffused 
lighting around periphery of in- 
side of car. 

6. Protection. Especially im- 
portant when car is used for both 
passengers and service. Full car- 
length steel bumpers’ recom- 
mended for installation. 12 to 14 
inches above the floor, at the 31 
to 33 inch level, and at the 40 to 
42 inch level, with the latter to 
also serve as a handrail. Stain- 
less steel bands on offset door en- 
trances in some locations, with 
additional stainless panel between 
12 and 31 inches above floor level. 

7. Communication. | Telephone 
from car to hospital switchboard 
for emergency use. 

8. Vertical car position indica- 
tors and directional arrows. Along- 
side car but high enough for easy 
visibility. Numbers not less than 
one inch tall. 

9. Call buttons. Lighted ac- 
knowledgement of ring. 

10. Entrance protection. Elec- 
tric eyes and rubber bumpers for 
protection of passengers and 
equipment. 

11. Special maternity button. 
Combined with elevator call but- 
ton to advise maternity division 
of patient’s coming. 

As a footnote to the above list, 
a note of caution is in order about 
“cutting corners” to save money 
on elevators. Funds available for 
modernization or new equipment 
are often so limited that it is a 
temptation to cut corners for the 


sake of economy. If the wrong 
corners are cut, however, it can 
easily prove to be false economy. 

A good example of a false 
economy is installing an inner 
door that must be closed by hand. 
This should be avoided, except 
perhaps in a freight elevator or 
other special circumstance. Too 
frequently, the inner door is left 
ajar, taking the elevator com- 
pletely out of use and causing un- 
told inconvenience. 


ELEVATORS FOR A NEW PLANT 


Basically, the administrator 
contemplating a completely new 
hospital building faces the same 
problems in elevator planning as 
the administrator who is remodel- 
ing, the difference being that 
the former has greater leeway in 
working out a solution. 

The basic shape of the building 
is an important factor in planning 
the most efficient elevator service. 
Also important are the size and 
shape of the lot, the location of 
parking areas, main thorough- 
fares and bus stops. All these will 
have a bearing on where the 
heaviest concentration of traffic 
will be in and out of the hospital. 

The possibilities of coordinating 
elevator services with specific 
hospital needs in new construction 
are almost limitless. It is a stimu- 
lating challenge to the adminis- 
trator to combine the best in ele- 
vator engineering with the best in 
hospital architecture to produce 
maximum benefit and efficiency 
for the patient, the staff and the 
entire hospital operation. 

Even though many architects 
are experienced and imaginative 
in the hospital field, they some- 


timés may not ask enough ques- 


tions. The administrator who en- 
courages his architect to ask a lot of 
questions will be in a better posi- 
tion to evaluate possible’ elevator 
benefits in the order of their im- 
portance to his hospital. 

The architect, engineer and 
contractor can design, specify and 
build the system. The elevator 
manufacturer can supply the com- 
pleted product. The elevator con- 
sultant serves with specialized 
experience and engineering 
knowledge to coordinate these 
various interests and skills, and 
to assist the administrator in 
achieving his goal. a 
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desire and the 
ability to serve and 
satisfy patients — 


these ingredients are 


sewice and dha 


~ 


what administrators look for 


in their dietary departments 


OST TEAM members that have 
M a job to perform can do 
better if they have established a 
goal, and if they have an under- 
standing of the aims and desires 
of the authority to whom they are 
responsible. Undoubtedly, this is 
true of the team which makes up 
the hospital dietary department. 
For this reason, I believe that an 
understanding of what hospital 
administrators desire from their 
dietary departments may be of 
value to departments that are 
establishing or adjusting their 
achievement goals. 

A sizable number of hospital ad- 
ministrators are of the opinion 
that a hospital dietary department 
should, be directed toward three 
basic goals. 


DESIRE TO SERVE 


First, hospital administrators 
want a dietetic service that has a 
-sincere desire to serve patients. 
This desire must almost reach the 
intensity of a “‘mission”’ or a “call- 
ing”. Without this devotion to 
duty the trying, frustrating and 
tedious attention to detail, which 
is essential to a smooth function- 
ing dietary department, would be 
unbearable. Some people seem to 
have a great amount of this feel- 


H. Robert Cathcart is administrator of 
Pennsylvania Hospital, Philadelphia. 
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by H. ROBERT CATHCART 


The author outlines the three basic 


goals that the hospital administrator 


expects the dietary department to 
achieve. 


ing and devotion to the dietetic 
aspects of patient care. This is 
splendid, and hospital administra- 
tors know it is required. Those 
persons who have this devotion 
derive great satisfaction from their 
job. Often this satisfaction cannot 
be obtained from any other ex- 
perience. 


If the professional members of 


the dietary team do not gain this 
inward satisfaction from a patient- 
service experience, they should 
abandon this activity. There are 
scores of other worthwhile oppor- 
tunities for these _ individuals, 


many of a community-service na- 


ture. Those persons who do not 
find a challenge in helping the 
patient and in understanding his 
entire health and emotional life 
would be better in other activities. 


EFFICIENT SERVICE TO PATIENTS 


Hospital administrators hope for 
a dietary department that can 
properly serve and satisfy pa- 
tients. There are a number of ways 
to achieve this goal. Management 


specialists have spent years de- . 


termining these methods, and so 


it is presumptuous for an outsider 
to assume that he can or should 
dictate to them. The _ outsider, 
however, can create the environ- 
ment in which professional groups 
can operate at their optimum effi- 
ciency, if certain well recognized 
management technics and meth- 
ods are employed. 

The hospital administrator is 
responsible for interpreting the 
role of the institution in which 
the dietary department functions. 
He should be certain this role is 
properly understood and accepted. 
Once the patient service stand- 
ards, educational functions and 
the research efforts of the institu- 
tion are known to the dietary de- 
partment, there is automatically 
a great responsibility placed on 
the department heads to carry out 
departmental activities in accord- 
ance with these general concepts. 

Frequently the best dietary de- 
partment and the greatest number 
of satisfied patients result because 
of a decentralized administrative 
plan. I have found that decentral- 
ization of authority to the lowest 
possible echelon has resulted in 
some outstanding endeavors. Op- 
erating efficiency, cost control, 
achievement of established stand- 
ards, and a good patient contact 
program were achieved. 

If the dietetic department is 
permitted to function as a decen- 
tralized unit, I believe it has 
greater opportunities, but it also 
has greater obligations. Unusual 
maturity and great self-discipline 


_ are necessary on the part of the 
professional staff. Also, greater ad- 


ministrative responsibilities devel- 
op when an organization follows 
a decentralized operational plan. 
The top administrative group, 
however, cannot use this opera- 
tional philosophy as an excuse for 
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neglect, lack of interest, or the 
adoption of the attitude of “let- 
ting the folks in the kitchen stew 
in their own juice’”’. 

Hospital administrators should 


and do expect the hospital dietary | 


department members to have an 
awareness of current professional 
and managerial methods. Such an 
awareness and use of this knowl- 
edge will result in more satisfied 
patients. I believe that no food 
service department, in any insti- 
tution, merits the classification of 
“good” unless the application of 
modern management methods, 
work simplification and effective 
intradepartmental communication 
is apparent. 


CARRY OVER-ALL GOALS 


The third type of assistance ex- 
pected from the dietetic service is 
its ability to contribute to the gen- 
eral goal and direction of the en- 
tire institution. There is great 
talent in the dietary department. 
The professional members of this 
service are familiar with the pa- 
tients and their problems and have 
a wide range of experience within 


- the entire hospital. This unique 


position should be utilized for the 
over-all good of the organization 
to help establish personnel policies, 
public relations policies, patient 
care objectives, and good work- 
ing relationships within the or- 
ganization. 

In summary, the administrator 
expects all things of the dietetic 
service. He genuinely hopes there 
is a sincere desire to serve pa- 
tients. He expects—and must have 
—patients properly served and 
satisfied with their food service. 
There also must be an ability and 
a willingness on the part of the 
dietary department personnel to 
contfibute to the direction and 
goal of the entire organization. 
He is a lucky administrator if 
more than 65 per cent of these ex- 
pectations are met, although some 
very fortunate hospitals have 
achieved 90-95 per cent of these 
goals. Many more dietary depart- 
ments, can, under present condi- 
tions, meet these envious records, 
if there is a real desire to do so on 
the part of the dietary department 
staff and the administration. . 


NOTES AND COMMENT 


Seafood spaghetti: popular entree in the East 


Recipe for the eastern adaptation of the popular spaghetti entree— | 


seafood spaghetti—is presented here through. the coutesy of Doris John- 
son, Ph.D., director, department of dietetics, Grace-New Haven Com- 


munity Hospital, New Haven, 
Conn. Miss Johnson chose sea- 
food spaghetti as Friday noon’s 
entree on her second-week winter 
cycle menu on page 83. 

The recipe is as follows: 


SEAFOOD SPAGHETTI 
(100 servings) 
Ibs. shrimp, cooked 
gal. minced clams 
oz. parsley, chopped 
oz. onions, chopped 
. celery, chopped 
oz. green peppers, chopped 
No. 10 can catsup 
No. 10 can chili sauce 
No. 10 tomato puree 
I™% No. 10 can tomatoes 
14 No. 10 can tomato juice 
1% No. 10 can clam broth 
14 lb. margarine 
5 oz. cornstarch 
8% Ibs. spaghetti, cooked 
1 clove of garlic 


N 


1: Saute chopped onions, celery, 
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green peppers, garlic and parsley 
in margarine. 


2. Add catsup, chili sauce, toma- . 


to puree, tomatoes and tomato 
juice and cook 1% hours. 

3. Thicken clam broth with 
cornstarch and add to mixture. 


4. Add shrimp and clams. 

5. Cook spaghetti until tender. 
Drain and wash. 

6. Pour sauce over spaghetti and 
mix thoroughly. 

7. Portion spaghetti on _ each 


service plate. 


Michigan State to conduct 
course for food supervisors 


This winter the American and 
Michigan Hospital Associations, in 


cooperation with the American 


and Michigan Dietetic Associations 
will again sponsor a_ 10-week 
course for training food service 
supervisors. The course will be 
held at Michigan State University 
from February 3 through April 3. 


Following a six-month inservice 


training period in the hospital, stu- 
dents will return to East Lansing 
for the 10th week of instruction, 
October 6-10. 

The course is open to applicants 
from hospitals in Michigan and 
neighboring states. It is designed 
to improve the competency of food 
service personnel through training 
in essential managerial skills and 
in the production and service of 
food. In most instances the stu- 
dents will already be employed in 


the smaller and moderate size hos- 


pitals. 

_ Subject matter areas to be cov- 
ered include the basic principles 
and practicums in food production 
and administration, nutrition, pur-. 
chasing, personnel problems, sani- 
tation, safety, accounting, menus, 
planning and ethics. 

Persons desiring to enroll in the 
course should send their applica- 
tions by November 15 to Michi- 
gan State University, East Lan- 
sing, Mich. 


SEAFOOD spaghetti is a popular entree at Grace-New Haven (Conn.) Community Hospital. 
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call my baby’s 


In contrast to proprietary formulas, 
which can only be made weaker or 
stronger, the evaporated milk for- 
mula is flexible because it can be: 


— adjusted in dilution and carbohy- 


drate content to meet neonatal 


needs without renal overload. 


— gradually increased in concentra- 
tion and the carbohydrate specified 
by the physician as the baby grows. 
—adjusted in concentration, nu- 
tritional balance, or both, in any 
period of stress, such as illness. 
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— decreased in carbohydrate in di- 
rect ratio with the infant’s increas- 
ing ability to assimilate solid foods. 
— used in place of fresh milk at nor- 
mal milk dilution during weaning 
from bottle to cup. 


““FROM CONTENTED COWS” 


Optimum prescription- 
guality in today's trend to 
the individualized formula. 
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Thanksgiving Day 


Menu Inserts 


O PROVIDE hospitals with sug- 
for making their 
Thanksgiving Day menus extra 
festive, the editors of HOSPITALS, 
J.A.H.A., are presenting in this 
issue a Thanksgiving Day selective 
menu for each region of the coun- 
try. A separate holiday menu for 
the Midwest, South-Southwest, 
East and North-Northwest is in- 
cluded below. 

These holiday menus have been 
prepared by the authors of the 
AHA fall cycle menus, to key in 
with the fall cycle menu series, 
since Thanksgiving Day occurs 
within the fall menu cycle (Sept. 
1-Nov. 30). The fall cycle menus 
were published in the July 1, July 


16, August l and August 16 issues 
of the Journal. 

The Thanksgiving Day menus 
were prepared so that they could 
be easily inserted in the fall cycle 
menus. On Thanksgiving Day, 
hospitals are invited to use the 
menus below in place of the menu 
from the AHA fall cycle menu 
series that they would have used 


on November. 28. 


In addition to substitution of 
the day’s menu, dietitians are cau- 
tioned to check the appropriate 
weekly market order for perish- 
ables to delete the items for the 
November 28 scheduled menu and 
substituted the items needed ‘to 
produce these suggested menus. 


The Thanksgiving Day menus in 
most instances feature a choice of 
entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits have 
been offered on the _ breakfast 
menu. 

Since one of the choices offered 
on the Thanksgiving Day menus 


.ils designed for use on modified. 


diets, the menus can be used for 
both normal and modified diets. 

In addition to providing a selec- 
tive menu for Thanksgiving Day, 
the authors have agreed to share 
their recipes for some of the 
Thanksgiving Day menu items. 


The recipes for these items begin 


on the opposite page. 


THANKSGIVING DAY SELECTIVE MENU FOR THE MIDWEST, SOUTH-SOUTHWEST, EAST, AND NORTH-NORTHWEST 


breakfast 


noon 


night 


Gropefruit Half with Mulled Cider 


Pomegranite Seed 


Roast Rock Cornish Game Hen—Giblet Gravy 


Oyster Stew—Oyster Crackers 


Cold Sliced Ham, Sliced Swiss Cheese with Potato Chips (F) 


Breod, butter and @ chelce ‘of beverages are to be included with each meal. 


¥ | Garnish Snowflake Potatoes amd Parkerhouse Roll or Hot Sliced Turkey Sandwich with Turkey Gravy (5! 
> | or Orange Juice Baked Butternut Squash (FS) or Buttered Garden Peas and Mushrooms _ Buttered Broccoli (F) or Buttered Green Beans (S) 
“ss Corn Flakes or Farina Molded Raw Cranberry Relish Salad—Mayonnaise Assorted Relishes or Chef's Salad—Chef's Dressing 
8 Bacon (F) or Bibb Lettuce Salad—Oil and Vinegar Dressing *Pecan Topped Pumpkin Pie (F) or Pumpkin Custard (S) 
Poached Egg (5) Eggnog Ice Cream with Homemade Cookies (FS) 
Sweet Roll or Harvest Fruit Bow! with Nuts 
Tr Grapefruit Half with Vichysoisse @r Shrinp Cocktail Cream of Asparagus Soup—Cheese Straws 
> | Maraschino Cherry Roast Tom Turkey—Giblet Gravy (FS\—Dressing (F)—Cranberry Jelly Fruit Plate (minted pears, snowball salad, banana slices, frosted grapes, 
= or Orange Juice | or Small Broiled Steak | stuffed dates)—Orange-Nut Bread Sandwiches (F) 
S Oatmeal with Dates _ Mashed Potatoes (S) amd Cloverleaf Rolls | or Grilled Chopped Sirloin Steak 
4 | or Corn Flakes _ Buttered Peas and Mushrooms (FS) or Zuchinni Parmesan _ Duchess Potatoes (S) | 
' | Poached Egg—Bacon Apple-Grapefruit Salaji—Poppy Seed Dressing (F) French Cut Green Beans or Tiny Buttered Beets (5) 
£ = *Homemade Cinnamon or Fruit Salad Moli—Crean Cheese Dressirg (S) _ Whole Peeled Apricots Stuffed with Cottage Cheese (S) 
| Twists Pumpkin Pic—Whipped Cream (F) or Angel Food Cake (5) | or Chef's Salad Bowl 
“ | Ice Cream Mold or Boston Cream Pie (FS) 
Orange Juice (FS) Fruit Cup with Orange Sherbet—Mint Leaves (FS) _ Oyster Stew (FS)—Saltines 
or Grapefruit Half Roast Turkey—Giblet Gravy—Cranberry Jelly (FS\—Ham and Mushroom _ Cold Sliced Beef (FS) or Ham-Turkey with Pickle and Relish (F) 
= with Cherry (F) Stuffing (F) Baked Idaho Potato (FS) 
oS Farina @ Corn Flakes |= Mashed Potato (FS) amd Hot Roll Cauliflower—Cheese Sauce or Julienne Beans (FS) 
oe Scrambled Eggs— _ Broccoli—Hollandaise Sauce (F) or Parsillade Carrots (FS) Tomato Tulip Salad 
| Bacon Strips _ “Stuffed Cinnamon Apple Salad or Celery Hearts—Olives Baked Custard (FS) or Frozen Peaches 
| Pumpkin Pie (F) or Vanilla Ice Cream (S) 
@ i Orange Juice Tomato Bisque Chilled Cider (S) or Crab Cocktail 
> | or Baked Apple _ Minute Steak (FS) or Broiled Ham Steak Roast Turkey—Giblet Gravy—Cranberry Jelly (FS!\—Dressing (F' 
— | Wholewheat Cereal | Baked Potato (FS) Mashed Potatoes (FS) 
o or Corn Flakes | Corn or Green Beans (FS) Glazed Onions (F) or Buttered Carrot Rings (S) 
= | Scrambled Eggs— Fruit Salad—Fruit Dressing or Spiced Crab Apple—Celery Curls Relish Plate (F) or Pear-Cream Cheese Salad 
= | Canadian Bacon Pumpkin Custard (S) @r Steamed Pudding—Hard Sauce (F) Mince Pie (F) or Vanilla Ice Cream—Sugar Cookies (5) 
Blueberry Muffins | 
c 


Midwest Thanksgiving Day menu was prepared by Charlotte Ludwig, associate director, dietary department; Michael Reese Hospital, Chicago. 
South-Southwest menu was prepared by Ruth L. Titus, chief dietitian, Methodist Hospital, Lubbock, Tex. 

East Thanksgiving Day menu was prepared by E. Alliene Mosso, director of dietetics, St. Luke’s Hospital, New York City. 

North-Northwest menu was prepared by Nena D. Osterud, administrative dietitian, King County Hospital System, Seattle, Wash. 
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F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet 
*Recipe for this item is included immediately following the menus. 
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PECAN TOPPING FOR PUMPKIN PIE 
(Topping for 6, 9” pies or 48 servings) 
5 oz. butter or margarine, melted 


12% oz. brown sugar 
oz. chopped pecans 


1. Combine melted margarine 
with brown sugar. 

2. Add chopped nuts. 

3. Mixture should be warm 
when sprinkled over pumpkin 
pies, which have. been prepared 
according to your favorite recipe. 

4. Ten minutes before the bak- 
ing is completed on the pumpkin 
pies, sprinkle the topping over the 


pies. Continue baking for 10 min. 


STUFFED CINNAMON APPLE SALAD 
(25 portions) 


14 Ib. cinnamon candy hearts 
2 qts. water 
25 cored, peeled, eating apples 
2 Ibs. cream cheese 
l ec. chopped nuts (pecans or wal- 
nuts 
2 lemons 


1. Dissolve cinnamon hearts in 
2 qts. boiling water. Place apples 
in syrup and cook on top of stove 
using low flame. Baste constantly 
until apples are partially cooked. 
Do not overcook. 

2. Remove apples from syrup 
and drain on paper towel. 

3. Chill apples in refrigerator 
at least 3 hrs. 

4. Mix cream cheese with juice 
of 2 lemons. 


5. Fill pastry tube with cream 
cheese mixture; then stuff stem 
portion of apples. Sprinkle lightly 
with finely chopped nuts. 

6. Serve stuffed apple on crisp 
lettuce leaf. 

7. Garnish with mint, 
cress, or parsley. 

8. Cream cheese balls rolled in 
nuts may be added, if desired. 


water- 


HOMEMADE CINNAMON TWISTS 


(100 rolls) 
1 Ib. sugar 
1 Ib. fat 
1 qt. milk 
3 oz. salt 
9 eggs 
8 oz. yeast 
water 
6 lb. 12 oz. flour (variable) 
8 tbsp. soft butter 
1 1/3 e. brown sugar 
4 tsp. cinnamon 


1. Cream sugar, fat, milk and 
salt at medium speed on the mixer 
for 2 min. 

2. Add eggs and mix thoroughly. 

3. Soften yeast in water. Add to 
mixture and blend. 

4. Add flour and mix thorough- 
ly. 


ks 
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5. The temperature of the dough 
after mixing should be 78-82°. 


6. Allow dough to rise 1% to 


2 hrs. 

7. Knead dough and let rest 15 
min. 

8. Turn dough onto floured 
board. Divide into four equal 


parts. 

9. Roll dough 1/3 in. thick into 
an oblong shape 24 x 6 in. 

10. Spread dough with 2 tbsp. 
soft butter. 

11. Sprinkle half of dough with 
one-fourth of the brown sugar- 
cinnamon mixture. 


12. Fold other half of dough 
over and cut into 24 strips 1 in. 
wide. 

13. Repeat Steps 9 through 12 
three more times. 

14. Hold each strip at both ends 
and twist in opposite directions. 

15. Place twists on greased bak- 
ing pans 2 in. apart. Press both 
ends of twist to baking sheet. Let 
proof until rolls have doubled in 
size. 

16. Bake rolls in a 375°F. oven 
for 12-15 min. 

17. Ice twists with vanilla con- 
fectioners icing. 

18. Serve warm. 


Winter Cycle Menu 
for the East 


21-DAY selective winter 
cycle menu and market or- 
ders for perishables are designed 
for hospitals in the East. These 
menus, which are to be used dur- 
ing November, December’ and 
January, feature foods popular in 
the eastern section of the United 
States. 

The menus in this issue are the 
third in a four-part series of 
winter cycle menus published in 
this Journal. Winter cycle menus 
for the Midwest and South- 
Southwest were included in the 
October 1 and 16 issues of 
HOSPITALS, JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION. 
The winter menus for hospitals 
in the North-Northwest will be 
published in the November 16 is- 
sue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a 
moderate to low cost food budget 
was used. 
. This cycle menu features a 

choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on _ the 
menu. 3 

Since one of the choices offered 
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breakfast 


is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 


this item is to be served on the © 


full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 


During November hospitals are to 
use the fall cycle menus, published 
in the August and September 1957 
issues of this Journal. The Midwest 
and South-Southwest cycle menus 
were included in the August I and 16 
issues, respectively. The September 
1 and 16 issues featured fall menus 
for the East and North-Northwest, 
respectively. 


In adapting items marked (S) 
for use on modified diets, it 
should be noted that certain. items 
will need sodium or fat restric- 
tion during preparation, if they 
are to be served on sodium re- 
strictive or fat restrictive diets. 
When fruits are included on the 
dessert menu, the dietitian will 
omit sugar or 
water-packed variety for the dia- 
betics. 

The market order for perish- 


roasts, 


substitute the 


ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and 


'frozen fruits and vegetables that 


a 50-bed hospital will need to 
produce the menu. The amounts 
are computed on the basis of 
serving 100 patient and personnel 
meals at breakfast, 125 at» noon 
and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily arrive at their market or- 
ders. 

The market order includes all 
portion-ready meats, oven-ready 
portion-ready seafood, 
eviscerated poultry and_ other 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 


°50-bed hospital should have in the 


storeroom at the beginning of each 


_ 21-day cycle. The items included 


are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 


‘tables, jellies, cake and pudding 


mixes, pickles, canned soups and 


canned vegetables. 


This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request from 


_the Association, 18 E. Division St., 


Chicago 10. 
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You get superior cup quality and flavor at a 
lower cost with G.Washing?ér’s new 100% 
pure soluble coffee institution H. & R. grade 


FULL-TIME COFFEE SERVICE with 
G.Washington’s provides 
all these advantages: 


1. FINEST CUP QUALITY—FRESH 


FLAVOR and UNIFORMITY, cup after 


cup after cup. 


2. THERE IS A 15% TO 22% SAVING 
IN COFFEE COST on G.Washington’s 
100% Pure Soluble—BECAUSE 4 to 4% 
ounces of G.Washington’s COSTS LESS 
and is equivalent to 1 pound of high grade 
ground coffee. 


3. A 75% SAVING in brewing time pro- 
vides FRESH coffee when and as you need 
it—on short notice. And because no coffee 
is lost in saturated grounds YOU GET 10% 
MORE cups of coffee. No urn bags or filter 
papers needed. No grounds to dispose of. 


4. G.Washington’s Soluble Coffee is made 
in and served from your regular coffee- 
making equipment. 


FREE | American Home Foops, 
sample and full information on the | GW ashington’s. Division, Institution Products, Dept. HOM J 
G.Washington’s 100% Pure Soluble Coffee Plan — 22 E. 40th St., New York 16, N. Y. } 

are yours upon request. Just mail this coupon. | Check type of equipment de -URN[] GLASS MAKER Ci 4 

Send. me a free sample of G.Washington’s 100% pure Soluble 

Coffee and full information regarding your Soluble Coffee Plan. 

NAME | 

AMERICAN HOME FOODS | apprREss | 
G.WASHINGTON’S DIVISION «+ INSTITUTION PRODUCTS | 
22 EAST 40TH STREET, NEW YORK 16, N. Y. 
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Ist WEEK EAST SELECTIVE WINTER CYCLE MENU—prepared by Doris Johnson, Ph.D., director, department of dietetics, 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) Grace-New Haven Community Hospital, New Haven, Conn. 


or Black-eyed Susan Salad—Mayonnaise 


Maple Syrup | 
| Whole Tangerines or Vanilla Ice Cream (FS) 


| breakfast | 7 noon | night 
Half Grapefruit Cream of Celery ‘Soup Apple Juice 
> or Pineapple Juice Spaghetti with Meat Sauce (F)—Parmesan Cheese Beef Stroganoff (F) or Roast Veal—Brown Gravy (S) 
S Oatmeal or Broiled Sweetbreads and Chicken Livers (S) Mashed Potatoes (FS) 
= or Corn Flakes Duchess Potatoes (FS) Baked Hubbard Squash (S) or Broccoli Spears (F) 
a Soft Cooked Egg Buttered Julienne Green Beans (FS) or Mexican Corn Cole Slaw with Celery Seed Dressing 
Chef's Salad—Oil and Vinegar Dressing or Banana-Nut Salad—Mayonnaise or Blushing Pear Salad—Mayonnaise 
Fruit Gelatin with Whipped Cream (FS) or Temple Orange | Cherry Cobbler (F) or Raggedy Ann Peaches (S) 
| Kadota Figs Vegetable Soup Blended Juice 
| or Orange Juice Meat Biscuit Roll with Mushroom Sauce (F) er Mushroom Omelet (5) Broiled Pork Chops—Apple Butter 
= | Whole Wheat Cereal Au Gratin Potatoes (FS) or Roast Turkey—Apple Dressing—Brown Gravy (FS) 
oS | or Ready-to-Eat Chopped Spinach or Parsley Carrots (FS! Buttered Riced Potatoes (FS) 
44 | Rice Cereal Grapefruit and Apple Salad or Lettuce Wedge—French Dressing Harvard Beets or Buttered Asparagus Spears (FS) 
4 | French Toast— Fruit Cup @¢ Cottage Pudding with Custard Sauce (FS) Relish Plate (Watermelon Pickles—Celery Curls—Stuffed Olives) 


> Orange Sections Cream of Mushroom Soup Ruby Consomme 
& or Prune Juice Broiled Canadian Bacon—Cornbread—Maple Syrup (F) Veal Birds (F) or Roast Chicken—Cream Gravy (S) 
Ss Cornmeal or Broiled Minute Steaks (S) Buttered Noodles (FS) 
> 4 or Bran Flake Mashed Potatoes (FS) Buttered Baby Onions (FS) or Cut Green Beans (S) 
“c Cereal Diced Turnips or Frozen Peas (FS) Molded Cranberry Salad or Tossed Salad Greens—Mayonnaise 
3 Broiled Bacon Tomato Aspic Salad—french Dressing er Cole Slaw Lemon Meringue Pie (F) or Pear Halves (S) 
| Baked Apple (S) or Washington Cream Pie {F) 
~ | Stewed Apricots _ Mock Turtle Soup Pineapple Juice 
os | or Orange Juice _ Macroni and Cheese (S) or Sliced Turkey on Toast—Giblet Gravy (F) Lamb Pattie en Brochette (S) or Broiled Liver with Spanish Sauce (F) 
Rolled Wheat Cereal Succotash (F) Whipped Potatoes (FS) 
5 ‘| or Shredded Wheat | Stewed Tomatoes (F) or Asparagus Spears (S) Creamed Celery or Whole Leaf Spinach (FS) 
= | Cereal __ Grapefruit and Grape Salad or Raw Vegetable Salad—French Dressing Waldorf Salad or Celery Cabbage Wedge—1000 Island Dressing 
{ | Poached Egg on Toast | Raspberry Sherbet (F) or Elberta Peach Halves (S) Marble Cake (FS) or Fresh Pineapple Chunks 
Sliced Banana New England Clam Chowder | Cream of Tomato Soup > 
or Grapefruit Juice Escalloped Tunafish (FS) or Pot Roast of Beef—Brown Gravy — Baked Ham—Horseradish Sauce (F) = 
— Whole Wheat Cereal Parsley Potatoes (FS) or Broiled Eastern Salmon Steaks—Parsley butter (S) 
“Ss or Puffed Rice Creamed Cabbage (F) or Buttered Sliced Carrots (S) Creamed Potatoes (FS) zr 
a. Cereal Adirondack Salad or Lettuce Hearts—1000 Island Dressing Escalloped Eggplant er Buttered Wax Beans (FS) = 
Scrambled Eggs | Butterscotch Pudding—Whipped Cream (FS) or Bing Cherries Under-the-Sea Salad—Mayonnaise or Celery Hearts—Spanish Olives ru) 
Whole Peeled Apricots (S) or Apple Pie (F) 3 
Stewed Prunes Mulligatawny Soup | Apricot Nectar < 
> or Orange Juice Broiled Frankfurters—Baked Beans—Catsup (F) Swiss Steak (F) or Broiled Veal Chops (5) 5 
<= | Farina or Grilled Lamb Steak—Mint Jelly (5) Baked Potatoes (FS) | ra} 
> or Ready-to-Eat Escalloped Potatoes (FS) Buttered Sliced Beets (FS) or Brussels Sprouts te 
S Malt Flake Asparagus Spears (S) or Whole Kernel Corn (F) Lettuce Hearts—Blue Cheese Dressing or Vitamin Salad > 
“ Cereal Red and Green Cabbage Slaw or Citrus Sections Salad—French Dressing * Malaga Grapes or Gingerbread—Lemon Sauce (FS) va 
Broiled Bacon Baked Rice Pudding (FS) or Boysenberries 4 
Half Grapefruit Cranberry Juice Cocktail Oyster Stew a 7 
- or Tomato Juice Roast Ribs of Beef Au Jus (FS) or Broiled Caifpee Egg Salad Roll (F) or Broiled Beef Patty (S) 
a Oatmeal Parsley Buttered Potatoes (FS) Potato Chips (F) 
= or Ready-to-Eat Buttered Green Peas (FS) or Mashed Squash Julienne Green Beans (FS) or Buttered Mixed thesis 
4 Wheat Flake Cereal Celery Sticks—Carrot Curls or Chef's Salad—Oil and Vinegar Dressing Peach and Cottage Cheese Salad ‘ 
Broiled Sausage | Royal Anne Cherries (S) or Chocolate Ripple Ice Cream (F) ae or Lettuce Wedges—1000 Island Dressing 
Coffee Cake | re Baked Carmel Custard (S) or Cinnamon ee (F) 
(F}—Full Diet (S}-Soft Die iet (FS)—Foullt ond Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
_ tem, Specifications, Amounts & Ne. of Servings | Item, ‘Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
“ BEEF | Terkeys (Eviscerated) Grade A, 20-24 Ib. av. 120 Ibs. 200 | Onions, Dry Yellow, bag 50 Ibs. 
Frankfurters All beef, 8&—1 Ib. 25 Ibs. 100 fryers (Eviscerated) Grade A, 2'4 lb av. 16 | Onions, Green Bunch 1 doz. 
Ground Beef U.S. Good, 5 Ib. pkg. 60 Ibs. Livers, Chicken 1 Ib. pkg. 3 Ibs. Parsley Bunch 1 doz. 
FR | Rib of Beef (5” cut) US. Choice, 7 ribs 60 ths. 100 Potatoes, White Bag Ko. 1 300 ths. 
FRESH FRUITS Hees, 
| Liver Steer, sliced 20 Ibs. 100 Radishes Bunch 1 doz. 
& Round (Bottom) U.S. Good 30 Ibs. 90 Apples Jonathan, 113s l box $ vash Hubbard 5 Ibs 15 
Apples Roman Beauty, 76s 1 box 
Steaks, Minute U.S. Choice, 50z.e0ch 5 ibs. 15 | “PP Turnips, White - Topped. 5 Ibs. 
Steak, Swiss US. Good,40z.each 25 tbs. 100 | Bananas Ripe 30 Ibs. FROZEN FRUITS 
= Tenderloin Tip U.S. Choice 25 Ibs. 100 | Cranberries | Ib. bag 10 Ibs. thins 8 Ib. con, 5-1 sugar 24 Ibs. 
LAMB Grapefruit Seedless, 70s crate Grapefruit Jui 32 3 % 
| Grapes Malaga rapefruit Juice on., 32 oz. can cans 
Ground, Shoulder U.S. Good tbs. 20 Orange Juice Con., 32 oz. can 6 cans 192 
Steaks, Shouder U.S. Good, 5 oz. each 10 Ibs. 30 | Lemons oz. FROZEN VEGETABLES 
= PORK Oranges 176s 1 crate 
Oranges Temple. 126s 1 crate Asparagus Spears, Ib. pkg. 20 tbs. 120 
| Bacon, Canadian 25 Ibs 100 g pie, 
Pineapple. Fresh Box. 24s 6 onl Beans, Green Cuts, 2% Ib. pkg. 2% Ibs. 15 
“S | Bacon (sliced) 24-26—1 Ib 12 Ibs. 144 pple, y 
| Chops, Loin Grade A,40z.each 5tbs. 20 9 Wax Cuts, 2% Ib. ok 15 Ib 90 
| Ham (Pullman) Ready-to-eat 30 Ibs. 90 
FRESH VEGETABLES Broccoli Stems and buds, 
Cabbage Bag 100 Ibs. 2% Ib. pkg. 15 Ibs. 90 
Sh US. 5 Ib 15 Carrots Topped, bag 50 ths. Peas |b. pkg. 30 Ibs. 180 
Celery Pascal, 30s 1 crate Spinach Chopped, 2! Ib. pkg. 2% Ibs. ‘15 
Celery Cabbage 1 doz. Spinach Whole leaf, 
Salmon (Eastern) Steaks, 5 oz. each 10 Ibs | Cucumbers doz. 2’ Ib. pkg. 15 tbs. 90 
POULTRY Eggplant 6 only Squash, Winter 1 Ib. pkg. 1 Ib. 6 
Fryers (Eviscerated) Grade A, 2 Ib. av. 10 Ibs. 20 | Lettuce Head, 48s w3 crates Vegetables, Mxed 21% Ib. pkg. 2% Ibs. 15 
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2nd WEEK EAST SELECTIVE WINTER CYCLE MENU—prepared by Doris Johnson, Ph.D., director, department of dietetics, 
Grace-New Haven Community Hospital, New Haven, Conn. 


(MENUS TO BE USED DURING 


DECEMBER, JANUARY AND FEBRUARY) 


breakfast noon | night 
Sliced Banana Alphabet Soup "Minestrone 
or Orange Juice Turkey Salad Plate (F) or Braised Beef Tenderloin Tips (S) Chicken Chop Suey—Toasted Noodles (F) or Broiled Veal Cutlets (5) 
Farina French Fried Potatoes (F) Buttered Rice (FS) 
or Puffed Rice Asparagus Spears (S) or Buttered Rutabagas (F) Creamed Chopped Spinach or Sliced Carrots (Fs) 
Cereal Sour Cream Cole Slaw or Tossed Salad Greeris—Vinaigrette paap Citrus Sections Salad—Fruit Dressing 
Soft Cooked Egg Frozen Strawberries (F) er Tapioca Cream (5) or Radishes—Sliced Cucumber Pickles—Celery Sticks 


Bartlett Pear Half (S) or Pumpkin Pie (F) 


Grapefrbit Segments 
or Apricot Nectar 

Whole Wheat Cereal 
or Corn Flakes 

Scrambled Egg 


Blended Juice 

Salmon Loaf with Egg Sauce (FS) or Roast Lamb—Gravy 
Lyonnaise Potatoes (F) 

Broccoli Spears (S) or Stewed Tomatoes (F) 

Waldorf Salad or Lettuce Hearts—Russian Dressing 

Sliced Yellow Cling Peaches (S) or Caramel Nut Pudding (F) 


Split Pea Soup 

Escalloped Ham—WMushrooms and Celery (F) or Broiled Beef Patty (S) 
Mashed Potatoes (FS) 
Buttered Baby Onions and String Beans (F) or Zucchini Squash (5) 
Sunshine Salad er Salad Greens—french Dressing | 
Applesauce or Fudge Cake (F) - . 


Stewed Prunes 
er Tomato Juice 
Oatmeal 
or Ready-to-Eat 
Rice Cereal 
Poached Egg on Toast 


Chicken Rice Soup 
London Broil (S) or Arabian Pork Chops (F) 
Creamed Potatoes (FS) 
Whole Kernel Corn or Whole Leaf Spinach (S) 
Cabbage, Pineapple and Marshmallow Salad 

or Chef's Salad—Roquefort Dressing 
Royal Anne Cherries or Lemon-Lime Sherbet (FS) 


Cream of Potato Soup 


“_ Beef Stew with Vegetables (F) or Roast Veal—Gravy ($) 


Buttered Noodles (FS) 
Sliced Beets in Orange Sauce or Wax Beans (FS, 
Avocado and Grapefruit Salad—French Dressing 
or Celery Curls—Ripe Olives 
Sliced Banana with Custard Sauce (S) or Cream Puff (F) 


thursday | wednesday | tuesday | monday 


Temple Orange 
or Blended Juice 
Cornmeal 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Broiled Bacon 


Apricot Nectar 

Roast Lamb—Gravy (S) or Cottage Cheese-Fruit Salad Plate (F) 
Baked Sweet Potatoes (FS) 

Buttered Peas (S) or Brussels Sprouts (F) 

Kidney Bean Salad or Hearts of Lettuce—Chiffonade Dressing 
Bartlett Pear Half or Prune Whip (FS) 


Vegetable Soup 

Corned Beef (F) or Broiled Chicken (S) 

Boiled Potatoes (FS) 

Buttered Whole Carrots (S) @r Boiled Cabbage (F) 

Tomato Aspic Salad or Sliced Celery Cabbage—Russian Dressing 
Elberta Peach Half (S! er Apple Crisp—Cream (F) : 


Half Grapefruit 
or Prune Juice | 


Fish Chowder 
Seafood Spaghetti 
or Broiled Hamburgers on Buns—Pickle Relish—Catsup (FS) 


Pineapple Juice 
Broiled Swordfish—Tartar Sauce (5S) 
or Turkey a la King on Toast Points (F) 


| Rolled Wheat Cereal 
or Puffed Wheat Shoestring Potatoes (F) Parsley Potatoes (FS) 
x ~ Cereal __ Julienne String Beans (FS) or Mashed Turnips ' Baked Acorn Squash (FS) er Creamed Celery 
— French Toast— Pickled Crab Apple Salad | Stuffed Apricot Salad er Lettuce Wedge—Chiffonade Dressing 
Maple Syrup | or Salad Greens with Tomato Wedges—Oil and Vinegar Dressing | Italian Plums (S) er Banana Cream Pie (F) 
Kadota Figs or French Vanilla Ice Cream (FS! 
Applesauce Onion Soup—Croutons—Parmesan Cheese Noodle Soup 
> _ @F Orange Juice Cream Dried Beef on Holland Rusk (F) er Grilled Minute Steaks (S) Escalloped Oysters (F) or Pot Roast of Beef—Jardiniere Gravy (S) 
a Whole Wheat Cereal _ Baked Potatoes (FS) Mashed Potatoes (FS) 
1 or Cherrios Ready- Buttered Peas (S) or Broccoli Spears (F) Buttered Fordhook Lima Beans (F) or Whole Leaf Spinach (S) 
2 to-Eat Wheat Molded Cherry Salad—Mayonnaise or Carrot Sticks—Celery Hearts Spiced Peach on Escarole or Chef's Salad—French Dressing 
“ Cereal Tangerine or Floating Island (FS) Boysenberries or Cottage Pudding—Lemon Sauce (FS) 
Broiled Bacon 


sunday 


Orange Sections 
or Tomato Juice 
Farina 
or Shredded Wheat 
Cereal 
Poached Egg on Toast 


Grape Juice 
Roast Duck—Bread Stuffing—Gravy (F) or Broiled Lamb Chop (S) 
Oven Browned Potatoes (F5) 
Mixed Vegetables (F) or Asparagus Spears (5) 
Cinnamon Apple Salad or Lettuce Hearts—Mayonnaise 
~ Half Pink Grapefruit @r Indian Pudding with Hard Sauce (FS) 


| 


Clam Bisque 

Meat Loaf—Mushroom every (F) or Broiled Veal Chop—Currant Jelly (S) 
Escalloped Potatoes (FS) : 

Stewed Tomatoes and Celery (F) or Whole Baby Beets (S) 

Perfection Salad er Tossed Salad Greens—Oil and Vinegar Dressing 
Fruit Cup (S) or Brownies a la Mode (F) 


Bread, butter and a choice of beverages are to be included with each meal. 


| Item, Specifications, Amounts & We. of Servings 


Danish Pastry 
(F)—Full Diet (S)—Soft Diet (FS) —Full and Soft Diet 
— | Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings — 
3 BEEF POULTRY 
¢ Brisket, Corned U. S. Good 30 Ibs. 90 | Duck (Eviscerated) Grade A, 4-5 Ib. av. 
.. | Butt, Bottom (B.R.1.) U. S. Good 10 tbs. 30 | Fryers (Eviscerated) Grade A, 2 Ib. av. 
2 Chipped Beef, Dried U.S. Good 10 Ibs. 100 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 
ps Ground Beef U. S. Good, 5 Ib. pkg. 50 Ibs. FRESH FRUITS 
@ | Steaks, Flank U. S. Choice 5 tbs. 20 | Apples Jonathan, 113s 
3 Steaks, Minute U.S. Choice, 5oz.each 10 Ibs. 30 | Avocado Ripe 
= Stew U. S. Good 20 Ibs. 100 | Bananas Ripe 
‘= | Tenderloin Tip U.S. Good Sibs. 20 | Grapefruit Seedless, 70s 
+ LAMB Grapefruit, Pinkmeat Seedless, 70s 
5 Chops, Loin U. S. Choice, 6 oz. each 8 Ibs. 18 Lemons 
| Leg (B.R.T.) U. S. Choice, yearling 40 tbs. 120 | Oranges Temple, 126s 
PORK FRESH VEGETABLES 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. 144 | Cabbage Bog 
b Butts, Smoked Carrots Topped, bag 
@ (Boneless) Lean 20 Ibs. 100 | Celery Pascal, 30s 
= Chops, Loin (Boneless) Grade A, 4 oz. ecch 25 Ibs. 100 | Celery Cabbage Heads 
VEAL Cucumbers 
Chops, Shoulder U.S. Good, 5 oz. each 10 Ibs. 50 | Escarole 
3 Cutlets U.S. Good, 4 oz. each 5S lbs. 20 | Lettuce Head, 48s 
3 | Shoulder (Boneless) U. S. Good 5 Ibs. 15 | Onions, Dry Yellow, bag 
FISH Onions, Green Bunch 
Oysters Select pt. 10) Parsley Bunch 
Swordfish Steaks, 5 oz. each 10 Ibs. 30 | Potatoes, Sweet Hamper 


Potatoes, White Bag No. | 300 Ibs. 

100 Ibs. 100 | Rutabagas 25 Ibs. 100 
20 Ibs. Squash, Acorn 30 Ibs. 90 
60 Ibs. Squash, Zucchini 5 ibs. 20 

_ Tomatoes Repacked (5 x 6) 30 Ibs. 
1 box Turnips, White Topped 5 Ibs. 
6 only | FROZEN FRUITS 
90 Ibs. Orange Juice Con., 32 oz. can 3cans 
| crate Strawberries Sliced, 8 Ib. can, 16 Ibs. 
| crate | 5—1 sugar , 
1 doz. FROZEN VEGETABLES 
1 box Asparagus Spears, Ib. pkg. 5 lbs. 30 
Beans, Green Cuts, Ib. pkg. 5 lbs. 30 
50 Ibs. Beans, Green Julienne, Ib. pkg. tbs. 90 
50 Ibs. Beans, Lima Fordhook, ‘ 
crate 2% Ib. pkg. 15 lbs. 90 
1 doz. Beans, Wax Cuts, 2% Ib. pkg. 15 Ibs. 90 
Yy doz. Broccoli Spears, 2'4 Ib. pkg. 17'4 lbs. 105 
5 heads Brussel Sprouts 2'4 Ib. pkg. 15 Ibs. 90 
2 crates Peas 2% Ib. pkg. 24 lbs. 15 
50 Ibs. Spinach Chopped, Ib. pkg. 2% Ibs. 
Y doz. Spinach Whole Leaf, 
1 doz. 2% Ib. pkg. 5 lbs. 30 
50 Ibs. Vegetables, Mixed 21 lb. pkg. 15 lbs. 90 
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(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


3rd WEEK EAST SELECTIVE WINTER CYCLE MENU—prepared by Doris Johnson, Ph.D., director, department of dietetics, 


Grace-New Haven Community Hospital, New Haven, Conn. 


breakfast 


noon 


night 


thursday | wednesday | tuesday | 


Kadota Figs 
or Orange Juice 
Whole Wheat Cereal 
or Puffed Rice 
Cereal 
Scrambled Eggs 


Philadelphia Pepper Pot . 
Broiled Bacon Strips—Spanish Rice (F) 

or Sliced Turkey with Brown Gravy (S) 
Parsley Potatoes (FS) 
Buttered Green Beans (FS) or Sliced Carrots 
Pineapple-Cottage Cheese Salad 

or French Salad Bowl—Chiffonade Dressing 
Gold Cake (F) or Elberta Peach Half (5) 


Veloute Soup 

Chicken Fricassee —Dumplings (FS) or Broiled Hamburgers—Catsup 
French Fried Potatoes (F) 

Diced Turnips or Buttered Peas (FS) 


Orange and Cranberry Relish on Lettuce or Chef's Salad—French Dressing 


Cherry Bavarian Cream (FS) er Thompson Seedless Grapes 


Stewed Apricots 
or Grapefruit Juice 
Whole Wheat Cereal 
or Corn Flakes 
Broiled Bacon 


Blended Juice 
Barbecued Beef on Buns (F) or Veal Steaks—Tomato Sauce (S) 
Riced Potatoes (FS) 
Fordhook Lima Beans er Buttered Asparagus (FS) 
Cabbage and Raisin Salad—Cream Dressing 
or Radish Roses—Dill Pickle Strips—Celery Curls 
Apple Betty—Whipped Cream (F) or Bartlett Pear Half (S) 


Cream of Spinach Soup _ 

Pork Tenderloin Steaks—Cream Gravy or Roast Lamb—Mint Jelly (FS) 
Duchess Potatoes (FS) 

Escalloped Tomatoes (F) er Parsley Carrots (S) 

Molded Gingerale Salad or Hearts of Lettuce—Mayonnaise 

Tangerine or Vanilla Ice Cream (FS) 


Orange Sections 
or Prune Juice 
Rolled Wheat Cereal 
or Bran Flake 
Cereal 
Soft Cooked Egg 


Bean Soup 

Corned Beef Hash—Catsup (F) or Salisbury Steaks—Natural Gravy (S) 
Rissole Potatoes (F) 

Wax Beans (S) or Parsley iced Celery (F) 

Carrot and Raisin Salad @r Tossed Salad Greens—Russian Dressing 
Sliced Banana and Strawberries (F) or Macaroon Ice Cream (S) 


Knickerbocker Soup 

Beef Ragout (F) or Roast Chicken—Cranberry Sauce (S) 

Baked Potatoes (FS) | 

Sliced Beets @r Acorn Squash (FS! 

Spiced Peach Salad or Celery Cabbage Wedge—French Dressing 
Royal Anne Cherries (S) or Rhubarb Pie (F) 


Half Grapefruit 
or Tomato Juice 
Farina - 
er Shredded Wheat 
Cereal 
Broiled Bacon 


Scotch Broth 

Stuffed Peppers—Mushroom Sauce (F) er Roast Veal—Gravy (5) 
Buttered Noodles (FS) 

Escalloped Cabbage or Julienne Green Beans (S) 

Molded Waldorf Salad or Lettuce Wedge—1000 Island Dressing _’ 
Boysenberries or Cottage Pudding—Nutmeg Sauce (FS) 


Pineapple Juice 

Baked Vermont Turkey with Toasted Almonds en Casserole (F) 
or Roast Ribs of Beef Au Jus (S) 

Oven Browned Potatoes (FS) 

Mixed Vegetables (F) or Whole Leaf Spinach (S) 

Orange and Date Salad or Chef's Salad—French Dressing 

Green Gage Plums (S) or Chocolate Eclair (F) 


friday 


saturday 


sunday 


Sliced Banana 
or Orange Juice 
Whole Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
French Toast— 
Maple Syrup 


New England Clam Chowder 
Welsh Rabbit on Holland Rusk (F) or Broiled Loin Lamb Chops (S 
O'Brien Potatoes (F) 
Buttered Wax Beans (S) or Whole Kernel Corn (F) 
Pineapple-Lime Jelly Salad—Mayonnaise 

or Celery Curls—Ripe Olives—Cucumber Slices 
Apricot Halves (S) @r Peppermint Stick Ice Cream (F) 


Cream of Asparagus Soup . 

Cod Fish Steaks—Lemon Butter (FS) or Barbecued Spareribs 
Escalloped Potatoes (FS) 

Paprika Buttered Cauliflower or Peas and Carrots (FS) 
Yankee Slaw or Lettuce Hearts—Fruited French Dressing 
Bing Cherries or Angel Cake with Butterscotch Sauce (FS) 


Half Grapefruit 

or Apricot Nectar 
Farina 

or Ready-to-Eat 


Malt Flake Cereal | 


Poached Egg on Toast 


Duchess Soup 
Grilled Sausages—Banana Fritters—Maple Syrup (F) or. Veal Steaks (5) 
Au Gratin Potatoes (FS) 
Broccoli with Mock Hollandaise Sauce (F) er Whole Baby Beets (5) 
Mixed Fruit Salad—Fruit Dressing 

or Tossed Salad Greens—Oil and Vinegar Dressing 
Baked Pumpkin Custard (S' or Mcintosh Apple (F) 


Cranberry Juice Cocktail 
Yankee Pot Roast—Brown Gravy (FS) 

or Sliced Smoked Tongue—Horseradish Sauce 
Parsley Potatoes (FS) 
Baked Eggplant and Tomatoes or Creamed Chopped Spinach (FS) 
Red and Green Cabbage Slaw or Stuffed Pear Salad—Mayonnaise 
Mince Pie (F) or Yellow Cling Peach Slices (S) 


Stewed Fruit Compote 
or Blended Juice 
Oatmeal 
or Whole Wheat 
Cereal Bits 
Broiled Sausage 
Cinnamon Buns 


Consomme 

Baked Ham with Grilled Sliced Pineapple or Broiled Club Steaks (S) 
Mashed Potatoes (FS) 

Buttered Peas (F) er Glazed Carrots (5) 

Stuffed Celery or Chef's Salad—ltalian Dressing 

Fruit Cup (S) @r Chocolate ice Box Cake—Whipped Cream (F) 


Cream of Tomato Soup 

Cheese Dreams (F) or Broiled Beef Patty (S) 
Escalloped Potatoes (FS) 

Asparagus Spears (FS) or Buttered Brussel Sprouts 
Molded Fruit Salad or Lettuce Wedge—Mayonnaise 
Emperor Grapes or Gingerbread with Applesauce (FS) 


Bread, butter and a choice of beverages are to be included with each meal. 


(F)—Full Diet (S)\—Soft Diet (FS)—Full and Soft Diet 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
<3 BEEF POULTRY Radishes Bunch 2 doz. 
3 Butt, Bottom (B.R.T.) U.S. Good 60 Ibs. 180 | Turkeys (Eviscerated) Grade A, 20-24 tb. av. 60 Ibs. Squash, Acorn 30 Ibs. 90 
a Ground Beef U.S. Good, 5 Ib. pkg. 40 Ibs. Fryers (Eviscerated) Grade A, 2% tb. av. 80 tbs. 116 | Tomatoes Repacked (5 x 6) 30 Ibs. 
| Roast Rib of Beef Choice 24 Ibs. 20 FRESH FRUITS Turnips, White Topped 5 ibs. 20 
S | Rump, Corned U. S. Good 30 Ibs. 90 | Apples Mcintosh, 113s 1 box FROZEN FRUITS 
— | Steaks, Club U.S. Choice, 5 oz.each 10 Ibs. 30 | Bananas Ripe 60 Ibs. Grapefruit Juice Con., 32 07. can 3cans 96 
© | Stew U.S. Good . 20 Ibs. 100 | Cranberries 1 Ib. bag 10 Ibs. Orange Juice Con., 32 oz. can 3cans 96 
3 Tongue, Smoked No. | Sibs. 15 | Grapefruit, Pinkmeat Seedless, 70s 1 box Strawberries Sliced, 8 Ib. can, 
: Grapes Emperor 28 Ibs. 5-1 sugar 8 Ibs. 
Chops, Loin Choice, 6 or. each 12 Ibs. 27 | Lemons FROZEN VEGETABLES 
Leg U.S. Choice, yearling 30 Ibs. 90 176s box Asparagus Cuts, 2% Ib. pkg. 15 Ibs. 90 
Tangerines Crate, 144 | crate Asparagus Spears, 24 lb. pkg. tbs. 90 
yd PORK FRESH VEGETABLES Beans, Green Cuts, 2% Ib. pkg. 15 Ibs. 90 
Bacon (Sliced) 24-26-1 Ib. 18 Ibs. 216 | Cabbage Bag 50 Ibs. Beans, Lima Small, green, 
ss Ham (Pullman) Ready-to-Eat 30 Ibs. 90 | Cabbage, Red 6 heads 2% Ib. pkg. 2 Ibs. 15 
e- | Sausage (Bulk) Lean 20 Ibs. 80 | Carrots Topped, bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 5 lbs. 30 
= Sausage Links 12-1 Ib. 20 Ibs. 80 | Celery Pascal, 30s 1 box Broccoli Stems and buds, 
Spareribs Grade A, 3-1 Ib. 10 tbs. 20 | Celery Cabbage 6 heads 2% Ib. pkg. 15 Ibs. 90 
E Steaks (Boneless) Grade A 5 ibs. 20 | Cucumbers 2 doz. Brussel Sprouts 24 Ib. pkg. 2% Ibs. 15 
ettuce , 48s crates eas 2 Ib. pkg. s. 
z 4 Onions, Dry Yellow, bag 50 Ibs. Spinach pped, 22 Ib. pkg. 15 tbs. 90 
Onions, Green Bunch 1 doz. Spinach ole Leaf, 
FISH Parsley Bunch 1 doz. Vy Ib. pkg 2% Ibs. 15 
Cod Steaks, 5 oz. each 30 Ibs. 90 | Potatoes, White Bag No. | 300 Ibs. Vegetables, Mixed b. pkg. 15 Ibs. 90 
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200 Cities 


Why allow hand methods and. inefficient 
machines to “bottleneck”? kitchen opera- 
tions and add to costs? Switch to new 
Toledos for modern, streamlined handling 
of food, dishes and food wastes—and see 
your costs come down as operating speed 
and efficiency go up! 


TOLEDO Door-type Dishwasher 

three-way door. 

- Choice of timed-automatic or push- 
button controls. Fast, thorough 


with efficient 


and dependable. 


Toledo Dishwasher with Conveyor Prewash 


4 


HI-SPEED MIXERS 

First shown at the National Restaurant Show in 

May. Offers not only handsome, cleanlined ap- 

pearance but a full array of features for out- 

standing performance. Positive gear drive. Swivel 

mounted saddle bowl makes use of vegetable 


slicer and other accessories especially easy and 
convenient. 20 qt. size shown. 30 and 60 qt. sizes 


also available. 


TOLEDO SCALE COMPANY. . xircnen macnine 


DISHWASHERS—CONVEYOR, DOOR AND COUNTER... PEELERS...DISPOSERS...SAWS... SLICERS... CHOPPERS... STEAK MACHINES... MIXERS 
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Toledo Counter-type Dishwasher 


Write for bulletin $D-170. 


with performance-proved FOLEDOS 


In Toledo’s wide choice of meat processing 
equipment, peelers, slicers, disposers and 
dishwashers, you'll find just the machines 
you need for your kitchen, large or small. 
All are designed with easy cleaning and de- 
pendability for you in mind. Write TODAY 
for bulletin SD-3815. 


‘ 
; H 
4 
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Toledo Single Tank Conveyor Dishwasher 


Today, more than 
ever, it pays to go 


TOLEDO all the 


way. 


DIVISION + 245 HOLLENBECK ST., ROCHESTER, N. Y. 
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TOLEDO 


NO. 39 EXAMINING AND 
X-RAY TREATMENT TABLE 


(for Doctors’ offices too) 


Wide range of advantages; tilts to 30°; 
head section: raises to near vertical posi- 
tion; hydraulic adjustment from 291, to 
40 inches. Available with conductive wheels 
and cover. 


| Other models 


Shown in 
Reclined Position 


NO. 580 OPHTHALMIC CHAIR 


For EENT and Out-patient departments. Foot 

hydraulic mechanism raises chair from 26 

to 37 inches. Positive height control. Choice 

of decorative color in base finish and 
@ See your authorized RELIANCE dealer 


leather upholstery. 
F. & F. 
or write for Brochure. 


Have you seen America’s Outstanding Space-Saving Filing System? 


Manufacturers since 1898 


KOENIGKRAMER COMPANY 
K Dept. H-1157, Western Ave. at Naeher St., Cincinnati 14, Ohio 


“The System that Mokes = 
Shelf Filing Practical!” 


The Only 
Filing System 


e With and without easily 
operated Drop Doors! 


Typical 


@ Units from 7 to 10 Visi-Shelf Hospital Installation 
openings 
SEND COUPON TODAY FOR FULL DETAILS OF THE VISI-SHELF FILING SYSTEM § Me we File, Inc. Dept. 38 Ps : ' 
oaodway 


New York 7, N.Y. 


Please send free catalog describing the new Visi-Shelf Filing | 
= © System for Medical Records and X-Ray Negatives. 


Name. 


225 Broadway  e New York 7, N. Y. | 


City : Zone State 
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Legal matters of interest to the hospital’ field prepared by 
the law department of the American Hospital Association 


Hospital Records in Court 


Hospital records provide vital evidence in many law 
suits. | 

In a number of jurisdictions the procedure for ad- 
mitting these hospital records into evidence at a trial 
has been simplified. Business records as evidence 
statutes have been adopted; they allow admission of 


hospital records if it is shown that the records are 


kept in the ordinary course of business of the hos- 
pital and that it is the regular procedure of the hos- 
pital to make such a record. 

This eliminates the need for bringing into court those 
persons who made the entries on the record. Physi- 
clans, nurses, and others who make notations in the 
hospital record are thus ordinarily relieved of the 
duty to testify at a trial. It is usually. necessary, how- 
ever, for the medical record librarian or other com- 
petent hospital employee to deliver the record into 
court and identify the entries as having been made 
by hospital personnel in the regular course of con- 
duct of the hospital. eS 

Boutang vs. Twin City Motor Bus Company, 80 N.W. 
2d 30 (1956), is illustrative. The trial court admitted 
into evidence a hospital record which included the 
diagnosis of a physician who was not called to testify. 
The Supreme Court of Minnesota held that under 
the relevant statute, hospital records and charts, 
_ properly identified, are admissible as evidence to 
prove diagnosis, treatment, or medical history of the 
patient. Matters concerning the manner in which a 
patient may have been injured in a car accident, for 
instance, would not be admissible, however. 

In Lewis vs. Woodland, 140 N.E. 2d 322 (1955), the 
Court of Appeals of Ohio considered the validity of 
admission of that part of a hospital record reporting 
an x-ray diagnosis. The roentgenologist who read the 
film recorded that it showed definite bone breaks 
‘“‘which I believe establish this as. a recent fracture.”’ 


This opinion evidence was considered ‘“‘hearsay upon 


hearsay” and, therefore, rejected. The appellate court 
felt that in the absence of a court appearance of the 
person making the entry, the business records rule 
should apply only to the recording of observable 
acts, transactions, or events incident to the treatment 
of a patient. Such records constitute evidence of the 
facts recorded, not of opinions based on those facts. 

The judgment of the trial court was reversed in Polcsa 
vs. East River Management Corporation, 160 N.Y.S. 
2d (1957). The New York Supreme Court, Appellate 
Term, ruled it to be an error for the trial court to 
refuse to receive in evidence portions of the hospital 
record relating to a prior diagnosis of swollen ankle 
and severe headaches. 

The plaintiff claimed that she had never had previous 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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trouble with her foot and that her swollen ankle and 
persistent headaches were the result of the accident 
upon which the suit was -based. Hospital records 
which relate to diagnosis, prognosis or treatment and 
which are helpful in understanding the medical as- 
pects of the hospitalization were considered admis- 
sible as evidence. 

In Sapp vs. Atlas Building Products Company, 308 
P. 2d 213 (1957), hospital bills were excluded from 
the evidence because there was a failure of proof at 
the trial that the hospital records were made in the 
regular course of business of the institution. As a 
result, the judgment in favor of the plaintiff was re- 
duced by the amount of those medical bills which 
were held inadmissible. 


Conflict of Laws 


When a law suit involves a transaction which touches 
more than one state, and if the law of ‘the states 


differs on a given point, there is a problem as to 


which law will apply. The [outcome of the case] 
may depend upon which state law is [applied.] This 
field is called conflict of laws. 

There is great variation among the states as -to 
liability of hospitals for the negligent acts of their 
employees. Some states hold hospitals lable, others 
consider them immune from suit, and a few grant 
charitable hospitals a qualified immunity. 

A recent federal case illustrates the working of the 
conflict of laws rule. An employee of a Tennessee 
charitable corporation was involved in a highway 
accident in New Jersey. The third party, who was 
injured, sued the charitable corporation in Pennsyl- 
vania, probably where the injured person lived. If 
the law of New Jersey, where the accident took place, 
was applied, the suit could be maintained. If the 
law of the state where the court was situated was 
applied, immunity would prevail and the suit would 
have to be dismissed. 

Ordinarily, in accidental injury cases involving more 


_ than one state, the law which governs is that of the 


state where the injury occurred. An exception arises 
where the public policy of the place of trial is so 
strong as to forbid allowing such suits. In the de- 
scribed case, Menardi vs. Thea. Jones Evangelistic 
Association, Inc., decided July 16, 1957, in the United 
States District Court for Eastern Pennsylvania, the 
court held that the public policy of Pennsylvania was 
so firmly opposed to allowing suits against charitable 
corporations that this action would not be allowed 


even though the defendant would have been subject 


to suit in the state where the accident took place 
and probably also in its own home state. Thus a 
plaintiff must select the place of trial with great 
care, assuming he can obtain proper service of sum- 
mons on the defendant charity, to avoid adverse 
application of the rules of the conflict of laws. 
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Shown with Formica End Panels, stain- 
less steel Baffle Bars, and new Royal 
Universal Safety Sides. 


THE NEW 
QUICK AND EASY 


HI-LO BED 


From 27” for transferring patients and staff con- 
venience to 18” for patient safety and comfort 
takes minimum effort and just a few seconds 
with this versatile, smartly styled, new Royal 
HI-LO. 
It’s the easiest operating of all—takes less than 
26 turns for full movement. Elevate either end 
or both. Single foot-end crank with out-of-the- 
way drop-handle and easy-reach disengage 
clutch. Precision, spring-assisted elevating 
mechanism is completely enclosed, permanently 
lubricated. Used with 36”x80" Royal-Hall All- 
position Spring. 
The new Royal HI-LO quickly returns its 
small added cost in time saved for doctors and 
nurses. Mail coupon for complete information. 


SIX NEW MODELS FROM WHICH TO SELECT 


METAL MANUFACTURING COMPANY 


One Park Avenue, New York 16, N.Y., Dept. 7-L 


Individual 


Hospital 


Please send me complete information on the new Royal HI-LO Bed.. 


Street 


City, Zone, State 


3 SPECIALIZED 
ARMSTRONG 
BABY INCUBATORS 


A complete line... 
one for each specialized need. 


Armstrong X-4 (Nursery-Type) 
Armstrong X-P (Explosion-Proof) 
Armstrong DeLuxe H-H (Hand-Hole) 


Write for detailed bulletins— - 


or use our free telephone service. 


THE GORDON ARMSTRONG CO., INC. 
508 Bulkley Building © 


Cleveland 15, Ohio CHerry 1-8345 


For a Handy Purchasing 


Reference 
see the 


GUIDE FOR 
BUYERS 


on the Goldenrod pages 
Part Il of August | issue 
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WASHINGTON REPORT 


More Practical Nurses Now Training 


The number of students enrolled for federally-supported practical 
nurse training across the country has increased by: more than one-third 


in the first year of the new program. 


The U.S. Office of Education reported that further expansion in train- 
ing was prevented partly because of a lack of qualified professional 


nurses to supervise the programs. 
On the basis of 32 state reports 
_ completed to date, more than 6000 
persons enrolled for training un- 
der the new program in the year 
ending last July 1; approximately 


another 15,000 were enrolled in . 


the year ending July 1 under the 
older vocational education pro- 
gram of the George-Barden act. 

The new program was enacted 
by Congress in 1956. specifically 
“to expand and improve” training 
of practical nurses beyond that of- 
fered under. George-Barden. 

The Office of Education re- 
ported that more than 200 new 
schools for. training practical 
nurses were created during the 
new program’s first year. Many of 
these new schools are using more 


than one hospital for their train-. 


ing program, and most of their 
students plan to remain and work 
in the hospital where they receive 
training. 

At least half of the 6000 new 
enrollments represent persons al- 
ready licensed as practical nurses 
who are taking extension courses 
to upgrade their education and 
acquire information on current 
trends in nursing. A large per- 
centage of the 15,000 George- 
Barden enrollments are also ex- 
tension students. A survey of state 
programs showed that the per- 
centage of enrollments 
women in the 50-55 age groups 
was declining while more and 
more young people were entering 
training. 

As the new program moved into 
the second quarter of its second 
year, the Office of Education 
stated that it will shortly create 


the advisory committee to the 


program which was called for by 
the 1956 act of Congress. This 
committee is to be composed of 
representatives from  organiza- 
tions concerned with _ practical 
nursing, presumably including the 
American Hospital Association. 
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among 


Congress appropriated $2 mil- 
lion for the first year of the new 
practical nurse program. For the 
current fiscal year beginning last 
July 1, Congress made this sum 
$4 million. An estimated 25 per 
cent of the first year’s $2 million 
was returned to the U.S. Treasury 
as unused, however. 

The Office of Education said this 
sum was unused due to difficulties 
that a number of states had in 
recruiting the qualified profes- 
sional nurses required under the 
law to supervise the training of 
practical nurses, and to the fact 
that some state legislatures were 
not in session to appropriate 
matching funds. 

An Office of Education spokes- 
man said that it is possible that 
part of the $4 million in this year’s 
appropriation will also be _ re- 
turned to the Treasury next sum- 
mer because of shortages of 
qualified supervisory. professional 
nurses, particularly in rural areas. 

The office reported, however, 
that certain states have asked for 
additional funds for - practical 


“nurse training over and above their 
allocation. If any funds are left 


idle because of failure to start 
programs in some areas, the idle 
money may be transferred to meet 
these requests for additional sums, 
it was said. 

Under the new training pro- 
gram the federal government pro- 
vides 75 per cent of the funds and 
the states contribute 25 per cent. 
Practical nurse training under the 
George-Barden act is supported 
by federal and state funds on a 
50-50 matching basis. 


FLU VACCINE 


Disparities have developed be- 
tween the amount of Asian in- 
fluenza vaccine actually shipped 
into various states and the state 
quotas established under the vol- 
untary allocation plan agreed to 


by the six manufacturers of the 
vaccine. 

The Public Health Service re- 
ported that the disparities were 
due to the manufacturers’ filling 
commitments made prior to their 
acceptance of the voluntary allo- 
cation program and. the variations 
in the distribution facilities of the 
six producers. 

PHS also reported that as of 
Oct. 4 the amount of vaccine re- 
leased totaled 11,245,055 c.c. with 
4,371,300 c.c. going to the armed 
services and 6,873,755 for civilian 
use. 

HEW FUNDS SAVED 

Marion B. Folsom, secretary of 
the Department of Health, Edu- 
cation, and Welfare, has won final 
release from the Bureau of the 
Budget of all but $1.1 million of 
the $2.5 billion which Congress 
appropriated to his department 
for fiscal 1958. The bureau wanted 
to hold back almost $200 million 
for economy reasons. 

Agreement for. the release of 
funds was reached late in Septem- 
ber following lengthy negotiations 
which lasted during almost all of 
the first quarter of fiscal 1958. 
During this period the bureau ap- 
portioned funds to HEW pro- 
grams for the first quarter, but 
held the amounts to fiscal 1957 
levels of spending for many of 
them. 

Although the fund limitations 
do not affect such federal grant 
programs as public assistance and 
Hill-Burton hospital construction, 
many other national health pro- 
grams, particularly those on 
health research, were caused to 
“suffer significantly” because of 
delays and uncertainties, accord- 
ing to HEW officials. 

Most of the $1.1 million with- 
held by the bureau represents 
funds ‘“‘saved”’ by postponing for 
one quarter the expansion of 
HEW programs, officials said. 
Public Health Service hospitals 
and medical care, for example, 
were apportioned $14,178,000 by 
the bureau for. the first 1958 
quarter as compared with $14,- 
329,450 requested by HEW. As 
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a result, only ‘“‘token relief” was 
given to the “sorry conditions”’ 
in PHS hospitals, one HEW of- 
ficial stated. 


FEDERAL EMPLOYEE INSURANCE 


The Eisenhower’ administra- 
tion’s proposed legislation to pro- 
vide basic and major health in- 
surance for two million federal 
employees and their dependents is 
explained in a recently issued 
four-page pamphlet. 

The Civil Service Commission 
document is the first of a series 
of “‘fact sheets” on the subject to 


be sent to employee organizations, 


including labor unions, members 
of Congress, and to personnel of- 
fices of federal agencies. 

The pamphlet states that fed- 
eral employees may choose to ob- 
tain basic protection from among 
several privately operated plans, 
“such as Blue Cross-Blue Shield.”’ 
If an employee selects basic pro- 
tection, he must also subscribe to 
major medical insurance which 
will be under a uniform national 
plan purchased by the govern- 
ment. 

The fact sheets are part of the 
commission’s effort to secure a 
wide understanding and support 
of its proposed health insurance 
legislation, which CSC officials 
have predicted will be a “very 
live issue” in the election-year 
session of Congress: convening 
next January. The issue will 
center in part on the question of 
federal spending versus economy 
and the fact that the administra- 
tion’s proposal calls upon the fed- 
eral government to pay one-third 
of the cost of employees’ health 
insurance. On the basis of 90 per 
cent participation by federal em- 
ployees, the federal share would 
be an estimated $64.5 million, 
with $51.5 million for basic cov- 
erage, and the remainder for 
major medical. 

The first fact sheet states that 
basic protection would cover ‘“‘nor- 
mal costs of hospitalization, and 
usually, of surgical operations.” 
Major medical insurance is de- 
scribed as giving supplementary 
hospital and surgical protection, 
but “even more importantly, it 
gives protection against expenses 
which basic insurance usually 
covers partially or not at all.” 


REHABILITATION GRANTS 


Another $1.2 million in 49 fed- 
eral grants have been awarded to 
hospitals, universities, and other 
organizations in support of re- 
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search and demonstration projects 
in vocational rehabilitation. In 
previous awards by the Office of 
Vocational Rehabilitation approx- 
imately $2.7 million had been al- 
located for projects. 


CIVIL DEFENSE REVISIONS 


Criteria for the location, stor- 
age, and maintenance of civil de- 
fense emergency hospitals have 
been revised and spelled out in 
greater detail under a new order 
of the Federal Civil Defense Ad- 
ministration. 

Under its June 1956 regulations, 
FCDA ruled that emergency hos- 
pital units could not be _ stored 
further than 50 miles from the 
area supported; the new order de- 
clares “the optimum distance from 
the aiming area boundary” sup- 
ported shall be 30 miles. Units 


-may not be stored closer than 15 


miles from aiming areas. The area 
of storage required for one hos- 
pital unit is boosted from 1606 net 
cubic feet to 1807 net cubic feet 
under the new directive. 

FCDA’s Advisory Bulletin No. 
201 Revised, which contains‘ these 
latest regulations, cites American 
Hospital Association cooperation 
in the storage, or prepositioning, 
of civil defense hospitals. Criteria 
for prepositioning include prob- 
able target areas, the type of 


facility, such as a school building, . 


that could be converted to hospi- 
tal operation, or existing hospi- 
tals that could be expanded. Costs 
of acquisition and delivery of hos- 
pital units are borne by the fed- 
eral government. Units are re- 
leased to the state, or its political 
subdivisions, in the event of at- 
tack or after declaration of the 
President of a major disaster. 


FCDA announced that the ini-- 


tial allotment of hospitals for pre- 
positioning is limited to one per 
100,000 of metropolitan target 
areas, but allotments will be in- 
creased as more hospital units are 
purchased by the federal govern- 
ment under its medical supplies 
stockpiling program. 


CHRONIC ILLNESS AND AGED 


A new 13-member National Ad- 
visory Committee on Chronic IIl- 
ness and Health of the Aged has 
been created by the Public Health 
Service to consult with and ad- 
vise the surgeon general on the 
development of PHS policy and 
programs. 

Among members of the com- 
mittee are Dr. Michael N. Dasco, 
director, Department of Physical 


Medicine and Rehabilitation, 
Goldwater Memorial Hospital, 
New York City; Dr. Cecil G. 
Sheps, executive director, Beth 
Israel Hospital, Boston; and Ben 
Grossman, director, Drexel Home, 
Chicago. First meeting of the new 
committee was held in Washing- 
ton, Oct. 17-18. 


HEALTH APPOINTMENTS 


Two new posts have been 
created to coordinate certain as- 
pects of nation-wide health needs. 
— The Office of 
Defense Mobi- 
; lization has es- 
tablished a new 
position of as- 
sistant director 
for health to 
coordinate _ all 
the national 
health activities 
of the federal 
government 
necessary to 


DR. DEARING 


national defense. 

Dr. W. Palmer Dearing, former 
PHS deputy surgeon general, has 
been appointed to the post. 

Dr. John D. Porterfield was ap- 
pointed deputy surgeon general to 
succeed Dr. Dearing. Dr. Porter- 
field has been an assistant surgeon 
general. 

The National Health Council, an 
association of 61 national organi- 
zations, has also appointed Dr. 
Leonard Scheele to head its new 
Commission on Health Careers. 
Dr. Scheele is a former surgeon 
general. 

An ODM spokesman said Dr. 
Dearing will give “immediate and 
continuing attention” to health. 
problems under study by ODM’s 
Health Resources Advisory Com- 
mittee. Dr. Elmer Hess, former 
American Medical Association 
president, is chairman of the ad- 
visory committee, but other com- 
mittee members have not as yet 
been appointed. 


RADIO SERVICES 


Following AHA’s appeal for 
special radio frequencies for hos- 
pitals and their associations, the 
American Medical Association 
also petitioned the Federal Com- 
munications Commission to re- 
serve separate nation-wide radio 
channels to be used for medical 
teaching and emergency uses. 
AHA’s request to FCC was for 
frequencies to supply better com- 
munications with ambulances and 
the automobiles of staff physicians 
and surgeons. 
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UP 2, 8 PER CENT RESPECTIVELY— 


More Intern, Resident Posts Offered: AMA 


For the intern year beginning July 1, 


11,895 intern positions. 


1956, 852 hospitals offered 


As of Sept. 1, 1956, 1199 approved hospitals had 28,528 residencies 
available, an increase of 8 per cent over the previous year’s figure. The 
percentage filled was 81, or almost the same as it had been for the two 


preceding years. 

This information was compiled 
by the American Medical Associa- 
tion’s Council on Medical Educa- 
tion and Hospitals. The report was 
published in the Oct. ° issue of the 
AMA Journal. 

The internship a represent 
a decrease of 15 (2 per cent) in 
the number of hospitals and an in- 
crease of 279 (2 per cent) in the 
number of positions available over 
the preceding year; this number of 
internships is the largest ever of- 
fered, the AMA report showed. 

In 1956, AMA reported, there 
were 6845 graduates of approved 
American medical schools, indi- 
cating that there were approxi- 
mately 5000 positions available 
during 1956-57 which could not be 
filled by American graduates. The 
AMA estimated that 2500 of the 
positions left unfilled by Ameri- 
can graduates were filled by gradu- 
ates of foreign medical schools. 


INTERNSHIPS UP 31 PER CENT 


During the past 10 years, the re- 
port showed, the number of hos- 
pitals offering approved intern 
training programs increased by 
approximately 6 per cent while the 
number of internships offered has 
increased by 31 per cent. The 
number of interns per hospital in- 
creased from 11.3 to 13.9, during 
the same period. 

A total of 1101 intern training 
programs were being offered by 
the 852 hospitals having approved 
programs during the intern year 
beginning July 1; 1956, 
~ On Sept. 1, 1956, 83 per cent of 
the. rotating internships (rotating 
general and rotating with empha- 
Sis on a particular service are in- 
cluded in the rotating services 
category) were filled, AMA stated. 

Occupancy of mixed internships 
(assignments are made from two 
or three of the four major services 
—medicine, surgery, obstetrics, and 
pediatrics) increased from 84 per 
cent in 1955 to 91 per cent in 1956. 
There was-also an increase in 
straight internship occupancy from 
83 per cent to 85 per cent. 

Forty-two federal hospitals of- 
fered 643 positions, 5.4 per cent of 
the total number of internships. 

Re 
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Report on » Foreign Interns 


In its report on approved intern 
and resident programs, the Amer- 
ican Medical Association’s Council 
Medical Education and - Hospi- 
tals cited an Institute of Interna- 
tional Education survey which 
showed that 6741 physicians from 
88 foreign countries were receiv- 
ing graduate medical training in 
approved U. S. hospitals during 
1956-57; this is a 12 per cent 
increase over the previous year’s 
figure. 

Of this number, 1988 were in- 
terns and 4753 were. residents. 
The countries having the largest 
representation were: 
1332; Canada 576; Mexico 556; 
Turkey 427; a 324, and 
Greece 305. 


Philippines. 


The 131 nonfederal governmental 
institutions offered a total of 3800 
internships (32 per cent); 670 non- 
governmental hospitals accounted 


for 7393 positions (62 per cent),. 


and 9 proprietary hospitals of- 
fered 59 positions (less than one 
per cent) the report showed. 

The highest internship occu- 
pancy rate occurred in federal hos- 
pitals (88 per cent) as of Sept. 1, 
1956; occupancy rate for non- 
federal government hospitals was 


89 per cent, a decrease of 2 per 


cent from the 1955 figure; for the 
nongovernmental _ hospitals the 
rate was 79 per cent, and for pro- 
prietary hospitals was 83 per cent. 
The over-all occupancy rate for 
all hospitals offering approved in- 
ternships was 83 per cent, the 
council reported. 


11.6 INTERNS PER HOSPITAL 


Federal hospitals averaged 14 
interns on duty per hospital; non- 
federal governmental had 25.7; 
nongovernmental 8.8, and proprie- 
tary Hospitals 5.5. The average 
number of interns on duty per hos- 
pital, the report showed, was 11.6, 
compared with 11.1 in 1955. 

In 1954, 9066 internships were 
filled (82 per cent); in 1955, 9603 
were filled (83 per cent), and in 
1956, 9893 positions were filled (83 
per cent). 

Major teaching hospitals affili- 
ated with medical. schools (147) 
constituted 17 per cent of those 
approved for internships and of- 
fered 4335 internships; they had 
an intern occupancy rate of 89 per 
cent as of Sept. 1, 1956. 

Sixty-nine minor teaching hos- 
pitals (hospitals used only to a 
limited extent for undergraduate 
training by medical schools) were 
8 per cent of the total number of 
hospitals with approved programs 
and were 75 per cent filled on the 
same date. Hospitals not affiliated 
with medical schools (636), 75 per 
cent of the approved hospitals, had 
81 per cent of their positions filled 
as of Sept. 1, 1956. 

The major teaching hospital 
group had the highest occupancy 
rate (89 per cent), the same as the 
1955 rate. Nonaffiliated hospitals 
increased the rate from 79 per cent 


Hospitals and the Press 


Pe 
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A PANEL of medical and press people discussed hospital-medical-press relations at a recent . 
meeting of the Illinois Associated Press Telegraph Editors Association in Chicago. Left 


to right are: John Bach, American Medical Association director of press relations; Robert 
Goldenstein, Associated Press science writer; Dr. Robert E. Heerens, chairman of the Med- 
ical Services Committee of the Winnebago County iIll.) Medical Society; Buryl Engleman, 
executive editor, Decatur (Ill.) Herald and Review; Delbert L. Price, administrator of 
Children’s Memorial Hospital, Chicago, and Alvin Orton, AP bureau chief, Chicago. Hos- 
pital-press codes used in Decatur County and Chicago were discussed and termed satisfactory 
by the press group. The editors passed a resolution that closer liaison should be established 
between the press and hospital and medical groups at the local level throughout the state. 
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in 1955 to 81 per cent in 1956. 


For major teaching, minor 
teaching, and nonaffiliated hospi- 
tals with 300 beds or less the com- 
bined occupancy rate was 77 per 


cent; hospitals with 300 to 499 


beds reported an intern occupancy 
rate of 81 per cent, and hospitals 
with more than 500 beds had a 90 
per cent rate. 


REGIONAL OCCUPANCY 


The 13 noncontinental U.S. hos- 
pitals included in the AMA’s re- 
port had a 97 per cent intern oc- 
cupancy rating. New England had 
the highest occupancy rate for the 
continental United States, 89 per 
cent, an increase of 3 per cent over 
last year’s figure. The lowest rat- 
ing by regions occurred in the east 
south central area. 

States found to have a 90 per 
cent intern occupancy or higher 
were: New Hampshire, Rhode 
Island. New Jersey, New York, 
Kansas, District of Columbia, 
Louisiana, New Mexico, and Ore- 
gon. Lowest rates were those for 
Montana and North Dakota, the 
report indicated. 

New Mexico offered an approved 
internship for the first time. Those 
states which do not have approved 
intern training programs at the 


present time are Idaho, Nevada, ~ 


and Wyoming, AMA stated. 

Affiliated hospitals paid interns 
an average cash monthly stipend 
of $141 during 1956, an increase 
of $20 over 1955; in 1954 the sti- 
pend was $87 per month. Figures 
for nonaffiliated hospitals for the 
past three years are: 1954, $136; 
1955, $169, and 1956, $177. 

Seventy-three per cent of the 
affiliated hospitals furnished full 
maintenance, 18 per cent furnished 
partial maintenance, and 9 per 
cent furnished no maintenance, 
the AMA report stated. 

Eighty-five per cent of the non- 
affiliated hospitals offered full 
maintenance in addition to the 
stipend; 12 per cent gave partial 
maintenance, and 3 per cent indi- 
cated that they furnished no 
maintenance. 

In reference to its survey of the 
residency programs, the council 
reported that as of Sept. 1, 1956, 
there were 5134 separate pro- 
grams, of which 11,950 were at 
the first-year level. 

Hospitals approved for residency 
training ranged from one in avia- 
tion medicine to 661 offering train- 
ing in general surgery. Seven 
specialties—surgery, internal 
medicine, pathology, obstetrics- 
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gynecology, radiology, psychiatry, 
and pediatrics — accounted for 
more than 75 per cent of all resi- 
dencies offered, with 21,715 posi- 
tions out of a total of 28,528. 
There were less than 100 ap- 
pointments in each of the follow- 
ing fields, according to the report: 
allergy, aviation medicine, car- 
diovascular disease, contagious 
disease, gastroenterology, malig- 


nant disease, plastic surgery, proc- 


tology, and public health. 

Of the specialties constituting 
the majority of residencies offered, 
pathology showed the lowest oc- 
cupancy rate, 64 per cent, while 
obstetrics-gynecology showed the 
highest, 90 per cent. 


Residency programs, according 
to the report, were offered in 119 
federal hospitals, 314 other non- 
federal governmental hospitals, 
741 nongovernment hospitals, and 
25 proprietary hospitals. The total 
number of residencies was almost 
equally divided between govern- 


~ mental and nongovernmental in- 


stitutions. 

Seventy-five hospitals with less 
than 100 beds each, and 205 hos- 
pitals with 100-199 beds offered 
residency programs, AMA _re- 
ported. Approximately 92 per cent 
of the positions offered were in 
hospitals of 200 or more beds; ap- 
proximately 52 per cent were in 
hospitals with 500 or more beds. 


AT PATHOLOGISTS’ MEETING— 


Shortage of Medical Technologists Cited 


One out of three hospital laboratggy benches is either empty or is 
occupied by an inadequately trained technician. 

The chairman of the National Committee for Careers in Medical Tech- 
nology, Dr. William O. Russell, Houston, Tex., made this statement in a 
panel program at.the joint annual meeting of the American Society of 


Clinical Pathologists and the Col- 
lege of American Pathologists. 
The conventioh took place in New 
Orleans, Sept. 30-Oct. 4 

Dr. Russell said that the figures 
are based on a recent survey in a 
semi-industrial area and that the 
situation is probably worse in 
many rural areas where hospital 
laboratory facilities are: not ade- 
quate. 

He said that approximately 3000 
students are in training, “but we 
still have a long way to go when 
you consider that of the 24,274 
medical technologists certified .. . 
and registered ... only about 


18,000 are working”; the-rest are 
unavailable. | 
Another speaker, Dr. Charles P. 
Larson, incoming president of the 
college, 


said that advances in 
medical re- 
search have 
helped prolong 
the lives of pa- 
tients, but some 
of the most 
dramatic de- 
velopments in 
laboratory di- 
agnosis and 
treatment are 
not being used 
fully because 
there are not enough well-trained 
people available to make the tests. 

Dr. Henry Wollenweber, an- 
other panelist, said that salaries 
are a crucial factor in obtaining 
qualified personnel. He said that 
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a federal survey of salaries in 
hospitals in 10 large American 
cities showed that the average 
medical technologist is paid $69.95 
per week and is required to have 
at least three years of college and 
a heavy science background. 

Dr. Harry P. Smith, incoming 
president of ASCP, outlined his 
aims for the coming year as fol- 
lows: 3 

1, A program of continuing 
education for the pathologist— 
continuing workshops in various 
branches of clinical pathology de- 
signed to bring new discoveries 
to the attention of pathologists, 
thus helping them to perfect their 
skills and their usefulness to the 
patient. 

2. Developing to its full po- 
tential the services and utilization 
of the clinical pathology labora- 
tory; assisting in the recruitment 
and training of the _ registered 
medical technologists who, under 
the direction of the pathologist, 
perform the laboratory tests so 
essential to the diagnosis and 
treatment of disease. 

3. The stimulation of research 
in fields related to the practice of 
laboratory medicine. 

Pathologists and other physi- 
cians at the convention. were 
warned that “screening for syphi- 
lis through routine blood tests of 
hospitalized patients should not 
be discontinued.” The statement 
was made by Dr. Paul D. Rosahn, 
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pathologist for the New Britain 
(Conn.) General Hospital. “This 
is particularly serious in the case 
of obstetrical patients,” he said. 

In his address Dr. Rosahn said 
that lacking mass hospital screen- 
ing tests, physicians may be de- 
prived of early evidence of a 
mounting incidence of the Pes 

He also said that hospitals Rave 
an obligation to the patient and 
the community to treat and ren- 
der noninfectious, 
fering from syphilis who enter the 
hospital. 

Dr. Raymond O. Dart, director 
of the Washington, D.C., regional 
blood center, said that mass typing 
of the population’s blood would 
be a good idea, but is not practical. 

Dr. Larson took office as presi- 
dent of the college and Dr. 
Frank C. Coleman, Des Moines, 
Iowa, was elected vice president 
of the organization. There was no 
election for president-elect this 
year. 
..- Dr. Harry P. Smith, professor 
of pathology at Columbia Univer- 
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sity, was installed as president of 
ASCP. Dr. Edward L. Burns was 
named _ president-elect and Dr. 
Joe M. Blumberg, Washington, 
D.C., was elected vice president. 


Nursing Home Conference 
Announced by Dr. Burney 


Announcement of the convening 
of the first national conference de- 


voted exclusively to nursing homes ~ 


and homes for the aged has been 
made by Surgeon General Leroy 
E. Burney. 
The announcement was made 
at the annual convention of the 
American Nursing Home Associa- 


tion held in Atlantic City, N.J., 


Oct. 7-10. 

Dr. Burney said: “I am inviting 
about 150 individuals and repre- 
sentatives of agencies to meet with 
the Public Health Service and our 
colleagues in the Department of 
Health, Education, and Welfare, 
for four days, Feb. 25-28, 1958. 
They will include at least eight 
representatives of the ANHA, the 
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patients suf-— 


largest number from any single 
organization.” 
Elsewhere in his address to the 


group, Dr. Burney said that “good 


administration, both within an in- 
stitution and in licensing agen- 
cies, should be based on education 
and assistance, rather than on com- 
pulsion . . . Standards and reg- 
ulations should be in the form of 
basic principles, rather. than an 
outline of specific details. 
‘‘Administrative difficulties,” he 
continued, “both in individual in- 
stitutions and in public: agencies, 
will not be satisfactorily resolved 
until the people of all communi- 


ties accept nursing. homes, in fact | 
as well as in theory, as an integral J 


part of their health services. This 
is the crux of the social problem 
in nursing home administration.” 
Dr. Burney criticized those com- 
munities which have been lax in 
providing funds for the care of 


indigent patients in nursing homes. 


Dr. Burney criticized nursing 
home operators themselves for 
making the erroneous “‘assumption 
that severely disabled g#atients 
cannot, or should not, be encour- 
aged to do anything for them- 
selves.” He said that nursing 
homes should try to remove as 
many patients as possible, with 
due consideration for the patient’s 
safety, from the “bedfast” cate- 
gory. 

Rep. John E. Fogarty (D-R.1.) 
also addressed the convention. He 
said “there is a vital need for 
private and public agencies to 
work together in the common task 
of improving the care for older 
people and the chronically ill. A 
great step forward would be the 
extension of health insurance 


plans to include nursing home 
fees, and broader coverage of 
heart, blood vessel, cancer, paraly- - 
sis, and other ailments common to -’ 
the elderly.” 

The association announced that 
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it is moving its national head- 
quarters from Springfield, Ohio, 
to Washington, D.C., at the begin- 
ning of 1958. A 50 per cent dues 
increase was also announced at 
the convention, but Ira O. Wallace, 
association president, said that he 
felt the increase would not inter- 
fere with an expected sharp gain 
in association membership during 
the coming year. | 

Mr. Wallace was re-elected pres- 
ident of the association and Flor- 
ence Baltz was elected first vice 
president of the organization. 


Hospital Admissions Low 
In High Flu Incidence Areas 


Asian influenza has not caused 
much of an increase in hospital 
admissions in New York and New 
Orleans, although there have been 
many cases reported in these 
areas. 

This information was gathered 
by Dr. Dean A. Clark, chairman 
of the Special Committee on Asian 
Influenza of the American Hospi- 
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tal Asseciation’s Council on Pro- 
fessional Practice. 


DR. MacKENZIE 
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In reply to a letter from Dr. 
Clark, Dr. John C. MacKenzie, 


director of the 457-bed Touro In- 
firmary, New Orleans, stated: 

@ “We have not noted any in- 
crease in hospital admittances 
excepting for a comparatively few 
cases that have been admitted not 
because of Asian influenza per se 
but because of complications aris- 
ing out of same. 

@ “There was no pressure to ad- 
mit uncomplicated cases. In fact, 
the majority of our internists are 
treating the cases in the home, 
and prefer to do so. 

@ “We have had no cases or at 
most an unnoticeable number of 
cases of Asian influenza among 
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“All I said was, ‘So your E&J chair 


folds to ten inches — so what 
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wear out. 


You can be proud of your E&J chairs, too. 
Their easy fingertip folding is apparent 
at once. But even more important to | 

economy-wise liospitals is the E&J feature that takes 
decades to discover: the chairs simply refuse to 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC... 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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our personnel, staff and patients. 
Consequently, the hospital’s oper- 
ation has been affected in no way 
whatsoever. 

@ “The cases of Asian influenza 
that have suffered complications 
are, according to the best informa- 
tion I can obtain, comparatively 
few .. .” Dr. MacKenzie pointed 
out, however, that there have been 
13 known deaths among pregnant 
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Negro women which have been 
attributed to complications aris- 
ing from the flu. 

Dr. MacKenzie stated that “ac- 
tually, we are thinking in terms 
of an epidemic to come rather 
than at the most just being over 
an epidemic... 

“As far as I can gather,” he 
continued, “those affected are be- 
tween the ages of 12 and 25, and 
that the Negro has been more sus- 
ceptible than the white. Further- 
more, pregnant women are thought 
to be highly susceptible. In mak- 
ing this statement, I must qualify 
it by saying that my information 
in this regard comes from the ex- 
perience at one hospital where up 
to the present there have been 
some 13 deaths in Negro pregnant 
women.” 

Dr. MacKenzie stated “that there 
have been no deaths in private 
cases insofar as we can ascertain, 
and our thinking in this regard is 
that those in the lower nutritional 
groups are more prone than those 
in the higher nutritional cate- 
gories. Autopsies on the cases 
referred to showed nothing but 
interstitial pneumonia.” 

In New York, Dr. Morris A. 
Jacobs, commissioner of hospitals, 
reported that city hospitals have 
had approximately three times the 
normal rate of emergency ward, 
clinic, and ambulance calls; as of 
Sept. 21 there had been 47,803 
calls relating to upper respiratory 
infections. There has been some 
increase in admission rates for 
upper respiratory infections, but 
virtually no admissions. of influen- 
za with complications, Dr. Jacobs 
said. 

There have been no deaths at- 
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Provides all service revenue totals 
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the motor bar! 


at a touch of 


If you’re partial to the vertical charge distribution 
plan for patient billing, just look at the Burroughs 
Sensimatic’s ability to make the most of its 
inherent simplicity and low cost. 


A touch of the appropriate key, and the Sensimatic 
automatically identifies, in word or code, -the 
charge on the form. For final proof and revenue 
distribution totals, you merely turn the Job 
Selector Knob and press the motor bar once. 


With a Sensimatic, even inexperienced personnel 
quickly master patient billing. For Sensimatic 
automatically makes many of the decisions for the 
operator as it swiftly prepares the statement. 

And in many cases a duplicate copy of this 
statement satisfies insurance requirements. 


The versatile Sensimatic will also handle your 
other accounting jobs. A flick of the knob 

and it switches from job to job quick as a wink, 
does each job automatically, thoroughly. 


See this workhorse of hospital accounting in 
action. Call our nearest branch for a demonstration. 
Burroughs Corporation, Detroit 32, Michigan. 


BURROUGHS SENSIMATIC 
Accounting Machines 


AND “‘SENSIMATIC"’ ARE TRADEMARKS 


95 


OM NO. OESCRIPTION CHARGE Pe BALANCE MEMO DESCRIPTION CHARGE 
| | 
= 
| 


tributed to the current upswing in 
flu incidence, he said. 

Dr. Jacobs reported that the ill- 
ness rate for hospital staff per- 
sonnel was about 1% times nor- 
mal but that hospital operations 
were not materially handicapped 
because few of the employees were 
off the job simultaneously. Some 
8300 of the city’s 35,000 hospital 


employees have not reported for . 


work sometime during the current 
flu epidemic. 

Dr. Clark also contacted Dr. 
Martin R. Steinberg, director of 
Mount Sinai Hospital, New York 
City, for a statement on how the 


flu problem had affected his hos- 
pital. Dr. Steinberg reported the 
same general trends that had been 
outlined by Dr. Jacobs for city 
institutions and it was presumed 
that their repdérts were represen- 
tative of hospital conditions 


throughout the city. 


‘Staph’ Infection Spread 
By Personal Contact: Study 

Antibiotic-resistant staphy- 
lococci are being spread through 
hospitals by person-to-person con- 
tact rather than being air-borne, 
researchers have concluded after 
a year-long study. 


| 


6 


Recent campaign for 
Bethesda Hospital, Hornell, N. Y. 


ALMOST 50% OVERSUBSCRIBED! 


Goal: $325,000. Raised to Date: $475,000 


For a fund-raising campaign to be successful it must, 
of course, reach or exceed its financial objective. In 
the recently completed campaign directed by this 
firm for the Bethesda Hospital, the oversubscription 
totaled almost half the original goal. This fact speaks 
for itself. 

In reviewing a completed fund-raising drive, 
however, it is also important to consider the attitudes 
and reactions of those who participated in the appeal. 
In this respect the Bethesda campaign can be rated 
as wholly successful. As Mr. Allen P. Loohn, President 
of the Bethesda Board of Directors, stated in a recent 
letter, ““. .. the outcome of our campaign has pro- 
duced many more friends for Bethesda Hospital 
and a-better understanding of our problems.” 

If your hospital is presently contemplating an 
appeal for funds and it is your intention not only to 
raise money but also to build understanding and 
friendship for your institution...the fund-raising 
techniques developed by this firm during the past 51 
years can be as valuable to you as they were to the 
Bethesda Hospital. 


Pre-campaign consultations invited 
without cost or obligation. 


WARD. DRESHMAN & REINHARDT 


Bureau of Hospital Finance 
30 Rockefeller Plaza « New York 20, N. Y. 
Telephone Circle 6-1560 


The report 
was made by 
Dr. Kenneth M. 
Schreck: of 
Temple Uni- 
versity, Phila- 
delphia, before 
the American 
College of Sur- 
geons Clinical 
Congress held 
Oct. 14-18 in At- 
lantic City, N.J. 

Dr. Schreck reported that 323 
patients in one hospital under 
study developed a_hospital-ac- 
quired “staph” infection. It was 
found that hospital personnel with 
active infection were more im- 
portant in transmitting the germ 
to patients than were healthy 
nasal carriers among hospital per- 
sonnel, he said. 

Control, Dr. Schreck said, de- 
mands good aseptic technique, 
isolation of the patient and re- 
moval of personnel with active in- 
fection from duty. 

Dr. William L. Estes Jr., chief 
surgeon emeritus of St. Luke’s 
Hospital, Bethlehem, Pa., was in- 
stalled as president of the college. 

In his presidential address, Dr. 
Estes said: ‘Meticulous study of 
the details of. preoperative and 
postoperative care to elaborate 
more effective methods of their 
application and to develop greater 
skills in their use pays great divi- 
dends in the reduction of mor- 
tality and of morbidity in any 
surgical procedure. This, too, is 
the responsibility of the operating 
surgeon. The high level of patient 
care tends to deteriorate when it 
is delegated to others.” 

Dr. Estes also said that the col- 
lege has inaugurated a registry 
to list communities throughout. 
the country that want well trained 
surgeons and surgical specialists. 
He said there is a ‘‘need for bring- 
ing to the outlying and rural seg- 
ments of the country the advances 
in surgical science as they are 
progucea ....” é 

“In the better care of the pa- 
tient,’> he continued, “we cannot 
afford to ignore his economic: 


DR. ESTES 


' problems any more than his health 


deviations ...A straight forward 
explanation of the hospital costs 
and surgical fees, preferably be- 
fore operation or in the case of 
emergencies at a properly selected 
interval, should serve to elimi- 
nate this great element for mis- 
understanding and grave source 
of public antipathy and condem- 
nation.” 

Dr. Estes again made a plea for 
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McKesson AQUALORS 


Just remove door on top. Then wash the coils with 
or large volume of water! 


Don't worry! Large-diameter drains 
mean quick removal of wash-water. 


A great convenience to service personnel. 


~ Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
THIS MODEL 1150! 


Nebulizer is located in bellows-tube 
connection. Easily removed by service 
personnel. | 


STANDARD AQUALOR (Model 
1155) is identical to Model 1150, ex- 
cept for High-Humidity feature. 


Lighted 
Control Panel 


~ note oxygen flowmeter 
., (center), temperature and 
=) ventilation controls (left 


and right), oxygen con- 
trols (bottom). 


write for McKesson. 
A Q U A L 0 R Aqualor Brochure! 


OXYGEN TENTS 


McKESSON APPLIANCE COMPANY * TOLEDO 10, OHIO > 
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the abolition of fee splitting among 
those surgeons who subscribe to 
the practice. 

During another meeting of the 
congress, a report was given on a 
research development which may 
lead to the stockpiling of large 
quantities of red blood cells in 
blood banks for indefinite periods. 
Presently such cells can be pre- 
served effectively for approxi- 
mately 21 days. 

The new process, which must 
still be given extensive clinical 
tests, uses glycerol to prevent 
damage to the red cells preserved 
by freezing, during the thawing 
process. 


Two Council Secretaries 
Appointed by Dr. Cresby 


Dr. Edwin L. Crosby, director of 
the American Hospital Associa- 
tion, has announced that Daniel S. 
Schechter has been named secretary 
of the newly formed AHA Coun- 
cil on Research and Education and 
that Hiram Sibley has been named 
secretary of the AHA Council on 
Planning, Financing, and Prepay- 
ment. 

The latter Council was formed 
through the merger of the Coun- 
cil on Hospital Planning and Plant 


Operation and the Council on Pre- 
payment Plans and Hospital Re- 
imbursement; Mr. Sibley was 
secretary of both councils. 

Mr. Schechter has been respon- 


MR. SCHECHTER MR. SIBLEY 
sible for the public relations and 
educational activities of the As- 
sociation. 

The Council on Research and 
Education will be concerned with 


‘the Association’s research activi- 


ties and with its inservice and 
public education programs. 


Council Has New Secretary 


Mary G. Munger has_ been 
designated executive secretary of 
the Federal Hospital Council: suc- 
ceeding Charles Hilsenroth who 
has been named executive officer 


Hospitals Nationwide 
Prove the EXTRA VALUES 
| “Built- 


CASEWORK 


Step up to a map, lay a finger 
on almost any spot — and you'll 
be pointing to a hospital whose 
administrator and staff are using 
Maysteel Quality Casework! 
Hospitals throughout the country, 
realizing that Casework is a major 


equipment investment, are proving their 


wisdom in buying MAYSTEEL 


Obviously superior, in design, functional 


~ efficiency, low maintenance, easier 


MAYSTEEL 
CATALOG 


Covers new Casework, 
Cabinets, Wardrobes, 
Floor Plans — for every 


working area. Write 
for your copy! 


of the Bureau of Medical Services 
in the Public Health Service. 
Members of the council are lead- 
ers in the health and _ hospital 
fields appointed by the President 
to advise PHS on the Hill-Burton 
hospital construction program. 


Denver Adopts Pay Scale 
For Medical Technologists 


The Denver Hospital Council 
has adopted and put into force the 
recommendations of its special 
committee studying the pay scale 
of medical technologists. 

Following are the figures adopt- 
ed by the council as reported by 
the Colorado Hospital Association: 

After 
Start 3 Years 


Registry and degree $325 $375 

Registry without 

degree or degree — 

without registry 300 8 350 

Unregistered 250. 300 

Department super- 

visors add to above 

Chief technologists 

(minimum) 450 

Tissue technologists Very scarce: 
pay whatever 
is necessary to 

obtain one. 


25 25 


Few Small Hospitals Have 
Pharmacy Service: Survey 


Thirty of 102 hospitals surveyed 
by the University of Michigan 
College of Pharmacy, each with 
less than 100 beds, utilize the serv- 
ices of a professional pharmacist 
on a full-time or part-time basis, 
the university’s researchers have 
found. 

The situation varies. from 9 
hospitals which have _ full-time 
pharmacists, to 9 others which 
have part-time professional help, 
and 12 which merely have infor- 
mal arrangements with local retail 
pharmacists. 

The remaining small hospitals, 
which make up 70 per cent of 
those surveyed, have their pre- 
scriptions compounded at a local 
drug store, the surveyors found. _ 

Hospitals need the comprehen- 
sive services of a pharmacist, the 
researchers report stated, who 
should work closely with the ad- 
ministrator, _nursing staff, and 
medical staff. “‘He should be able 


‘to introduce and supervise a sig- 


nificant program of drug control 


cleaning, easier installation and color 
harmony, Maysteel Casework deserves 
your serious consideration. Talk to the 
staff yourself. We'll be glad to give 


and standardization,’ the report 
continued. 

Further stated the report: “Al- 
though compounding would be 
an important element of this pro- 
gram, it should also include other 


PROODUCTS 
you the names of nearby, installations. yee 


Check MAYSTEEL FIRST for help on your 


new hospital or remodelfing plan. 744 NORTH PLANKINTON AVENUE 


MILWAUKEE 3, WISCONSIN 
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elements such as purchasing, dis- 
pensing, labeling, hospital formu- 
lary, records, pharmacy and thera- 
peutics committee, costs, pricing of 
drugs to patients, manufacture, 
and policy.” 

Half of the administrators in the 
72 hospitals with neither full-time 
nor part-time pharmacists stated 
that financial difficulties made it 
impossible for them to employ 
pharmacists. 

It was stated in the report that 
the total annual purchases of 
drugs, excluding anesthetic gases, 
of the 96 hospitals from which 
financial data could be obtained, 
was $1,447,889. 


Counsel Reports $1.4 Billion 
In Gifts to Hospitals 


An estimated $1.4 billion in gifts © 


has been given for new private 
hospital construction during the 
past. 10 years, according to an an- 
nouncement in the July 3 issue of 
the Bulletin of the American As- 
sociation of Fund-Raising Counsel. 


During the past decade an addi-— 


tional billion dollars has been 
raised by 13 of the major volun- 
tary health agencies engaged in 
fighting diseases that are the prin- 
cipal causes of death. 


Service from headquarters 
(Continued from page 20) 


uisition system for all drugs to 
be dispensed to patients. 

2. Establish or continue a req- 
uisitioning system for all drugs 
to be dispensed to other depart- 
ments of the hospital. 

3. Have accounting sum each of 
these requisitions (this will be 
done automatically under most 
systems) and submit the totals to 
pharmacy. , 

4. On the basis of the mark-up, 
estimate the cost as a percentage 
of the charge on the requisitions 
to patients. 

5. On the basis of the mark-up, 
if different from (4), estimate 
the cost as a percentage of the 
charge on the requisitions to other 
departments, including floor stock. 

6. Take a periodic inventory at 
frequent intervals at first, in or- 
der to assist in improving the 
estimates from (4) and (5); 
thereafter, take an inventory once 
a year. 

7. From the information in (4) 
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and (5), make accounting entries 
recognizing the cost of drugs used 
and sold, and through the offset- 
ting portion of the entry, the in- 
ventory of drugs on hand. will be 
determined. 

8. Establish a unit-basis per- 
petual inventory for pharmacy 
stores, as contrasted to the prep- 
aration room, to assist in pur- 
chasing activities. 

9. Purchase drugs only once a 


month to save time in. talking 
with salesmen, checking goods, 
etc. 


The unit-basis perpetual in- 
ventory is recommended because 
it can be kept easily and provides 
valuable assistance in purchasing. 
Where the preparation room and 
the stores are separated by some 
distance, this is particularly im- 
portant. This perpetual inventory 
can be handled by a withdrawal 
slip system recording each time 
units have been removed whether 
the units be thousands, five-hun- 
dreds.or one-hundreds, etc. This 
withdrawal information en- 
tered into the pharmacists book 


PERSONAL INCOME 
AT NEW 1957 HIGH 


One Billion Dollars) 
Over July Figures 


more than $t,000.000,000 above | 


SPECIAL | 

Washington D.C., October 1 — | 
Personal income continued on the | 
| upgrade in August, setting a pace | 


the July high, the U.S. Department 
of Commerce has announced 

Most of | the seasonally-adjusted | 

increase came about because of high- 


-er wages in sales and service indus- 


tries. Personal income figures, ac- | 
cording to the Department, include | 
wW aces and salaries plus other sources | 
of individual income, such as “divi: | 
dends and interest 

This year's climb in income has 
been about four per cent since De 
cember, 1956, only one per cent less 
than the rate of mcrease during last 
year. Manufacturing payrolls -re- 
mained unchanged tor August. 


Non-farm owners income was not 


the only group showing an increase 
in personal income during August 
for farm proprietors also reported | 
higher earnings due largely to higher 


livestock prices 
Employees in sales industries 
netted a SS00.000.000 increase in 
August, with service firms paying 
their personnel $200,000,000 more in 
August than in July. Non-tarm pro 
prietors showed a gain of $400, 
000,000 in August, and farm owners 
gains in that month were $300 


OOO OOO 


LAwson 


FUND RAISING COUNSEL 


ane. 


AND GOOD TIMES WERE HAD BY ALL 


‘The state of the nation’s econ- 
omy always is a subject for general 
debate and discussion. Without 

doubt we today are in an expand- 
ing economy. Without doubt this 
is the best time to undertake capt1- 
tal fund raising campaigns. Cor- 
porate income and Gross National 
Product continue to climb. But 
Personal Income—the income of 
the people of your community—Iis 
the important thing in your con-_ 
sideration of the economy as it 


relates to your hospital’s needs. 


The news story reprinted here 
tells you the simple truth that in 
August people had more 
money to give to good causes than 
at any time in the history of the 


nation. 


Don't let anyone tell you this is 
not a good time to raise funds. It 
happens to be the best time in 


experience. 
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HUDSON 
PLASTIC OXYGEN MASKS 
AND 
NASAL CANNULAE 


HUDSON 
MQDEL NO. 30 
PLASTIC NASAL 
CANNULA 

A NEW CONCEPT FOR 
COMFORTABLE OXYGEN THERAPY 


HUDSON OFFERS THE MOST 

COMPLETE LINE OF PLASTIC 

OXYGEN MASKS AND NASAL 

CANNULAE EVER MADE 

PLASTIC MASKS FOR ALL TECHNIQUES 

e Disposable or long lasting 

e Priced to permit individual use 

e Two sizes for medium concentration 
without breathing bag 

e Two sizes for high concentration with 
breathing bag 

e Scientifically designed for free and 
easy breathing 

e Anatomically molded to assure per- 


fect fit 
e Light in weight (less than one ounce) 


e Soft and flexible for extreme comfort 

e Individually packaged in clean plastic 
bags 

e Supplied with self retaining elastic 

head straps 


New Model #10 without breathing bag allows 
extreme comfort for the long term user. 


Send for Catalog No. 17 showing the 
complete line of Hudson Oxygen 
Therapy Equipment 


HUDSON | 
OXYGEN THERAPY SALES CO. 
2801 HYPERION AVENUE 

LOS ANGELES, 27, CALIFORNIA 


which should also contain the 
previous amount available. 

Each time drugs are placed into 
the store, they would be added 
into the book from the invoices 
and this, together with the with- 
drawals would always provide an 
accurate unit count of drugs. The 
maximum and minimum quan- 
tities would be indicated opposite 
each type of drug which would 


enable the pharmacist to order all 


drugs from the book. 

If the stores is adjacent to the 
preparation room, the additions 
to and withdrawals from stock, 
and the maximum and minimum 
quantities could be indicated on 
the shelves, and ordering could be 
done from a quick tour of the 
storeroom.—ELTON 'TEKOLSTE 


Hospital association meetings 
(Continued from page 6) 
Housekeeping ——- November 11-15; Tor- 


onto, Canada (King Edward Hotel) 
Nursing Service Administration — No- 


vember 11-15; Honolulu, Hawaii 
(Reef Hotel) 

Medical Record Library Personnel — 
November 11-15; Boston (Sheraton- 
Plaza Hotel) 


Seventh Hospital Institute — November 
18-22; Honolulu, Hawaii (Reef 
Hotel) 

Hospital Safety Seminar—November | 8- 
22; Chicago (Congress Hotel) 

“Staffing’’ Departments of Nursing In- 
stitute —- December 9-12; New York 
City (Sheraton-McAlpin Hotel) 

Planning a Personnel Development Pro- 
gram — December 9-13; Chicago 
(Edgewater Beach Hotel) 


Editorial notes 


(Continued from page 27) 


recipients of infected blood will 
develop clinically apparent dis- 
ease.* 

Precautions that should be taken 
in every hospital, and for that 
matter, in evgry physician’s and 
dentist’s office, are spelled out 
rather thoroughly in the National 
Institutes of Health conference 
proceedings. For the sake of em- 
phasis, however, the following 
summary is given. 

Isolation: Infectious hepatitis 
may be spread parenterally as well 
as by the fecal-oral route. Hospi- 

*These data and much of the other 
factual material presented herewith are 
taken from publications of the staff of the 
Division of Biologics Standards, National 


— of Health, Public Health Serv- 
ce. 


tal precautions in the care of a 
case of infectious hepatitis should 
be the same as those applied in a 
case of typhoid. Gamma globulin 
is an effective prophylactic against 
this form of the disease and should 
be given to every person who has 
had significant exposure to a pa- 
tient with hepatitis.or has had 
accidental inoculation from sus- 
pected blood or blood products. 

Prevention of parenteral trans- 
mission—both diseases: 

1. All nondisposable instruments 
involved in skin punctures should 
be heat sterilized promptly before 
washing, then sterilized again be- 
fore use. : 

2. Use of disposable needles, 
syringes, and lancets should be 
encouraged. 

3. Multiple-dose containers of 
injectables can become contam- 
inated unless meticulous syringe 
procedures are observed. 

4. Accidental scratches and 
punctures from needles and other 
instruments or any contact with 
blood or fluid from a patient with 
hepatitis should be considered as 
probable exposure. 

Handling of Specimens: All © 
feces, urine, blood and tissues from 
hepatitis cases should be plainly 
marked and handled with caution. 

Blood Donor Precautions: 

1. Prospective donors should be. 
closely questioned and those re- 
jected who reveal within the past 
six months a history of hepatitis, 
close contact with a case, or re- 
ceipt of blood or blood products, 
except gamma globulin. 

2. All instruments and contain- 
ers used in drawing, processing, 
storing and administering blood 
should be regarded as potentially 
infectious. 

Policies, rules and technique are 
important, but not the most im- 
portant precaution. Perhaps the 
most vital single factor is contin- 
uous alertness on the part of every 
member of the staff, an alertness 
based on thorough understanding 
of the problem and unflagging de- 
termination that ‘my hospital’ 
will in truth measure up to the 
admonition of Florence Nightin- 
gale, who told us in her preface to 
Notes on Hospitals: ie 

“It may seem a strange princi- 
ple to enumerate as the very first 
requirement in a hospital that it 
should do the sick no harm.” 
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The gradual disappearance of 
pawn shops is another indication 
of better times. 

x *& 

One of the times when you real- 
ize what a nice place home is, is 
when you are caught in a weekend 
traffic jam in your car. 

2 


Nobody seems to worry too much 
about adult delinquency. How 
come? 

2 
The average patient is usually 
far more interested in his prog- 
nosis than in his diagnosis. He 
thinks that doctors ought to be 
soothsayers. 3 

Hospitals are like business firms. 
They publish the testimonials from 
pleased customers, but not the 
letters of complaint. 

@ 


I never liked the term “practic- 
ing physician.” It sounds as though 
it describes a man who is trying 
to become an expert. 

2? 


I’m afraid that an increase to 


four cents for first class mail will 
not reduce the number of ques- 
tionnaires which hospital adminis- 
trators receive. 

= 


Some men are like self-winding 
watches. They keep going only if 
shaken. 

2.2 


A pessimistic hospital accountant 
increased his reserve for uncol-— 
lectible patients’ accounts until it 


surpassed the total receivables. He 
said that he had included what he 
considered would be the cost of 
finding out that they were uncol- 


to sift out what is not worth re- 
membering; and that happens to 
be a large part of what he sees 
and hears. 

A good executive gets more 
things done by making his orders 
sound like requests. 

People prefer being asked to 
being told. 

SNAKE HOLLOW HOSPITAL 

NOTES: Henry Peck is a patient 


suffering with a_ skull fracture. 


Mrs. Peck served him with a 
tossed salad without first taking it 
out Ok the mixing bowl. | 

The‘center of our local basket- 
ball team, whom they call Cole 
the Pole, was also brought in with 
a skull fracture. He forgot to bend 
down when running under the 
basket. | 

The father of the male triplets 
born last week tells us that he will 
name them Hart, Schaffner and 
Marx, because he is so well suited 
with them. 


The Bureau Man is Many Men 


He is a composite. A ‘rare com- 
bination of many talents, trained 
and experienced in a host of skills. 


The Bureau Man...What is he? 


A SALES MANAGER who ap- 
praises your problem and plans, 
organizes and directs the appeal. 


A PUBLIC RELATIONS COUN- 
SEL skilled in using all forms of 
communication to establish a favor- 
able fund-raising climate. 


A WRITER and SPEAKER with 
the ability to present your story in 
a persuasive manner. 


AN ACCOUNTANT who keeps 
a meticulous record of all monies 
received and distributed. 


A DYNAMIC LEADER who is 
capable of inspiring your volunteer 
workers and winning popular sup- 
port for your appeal. 


And a warm, friendly person- 
ality . .. aman you would 
welcome as neighbor or friend. 


Your Bureau Man 
would like to send 
you this informative 
brochure detailing 
our services. Simply 
write to your nearest 
American City Bu- 
reau office. 


lectible. 
It is-said that as a man grows 
older his memory becomes poorer. 
I doubt that. I think that he learns 


(Established 1913) 


3520 Prudential Plaza, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, N.Y. 


erican City “Bureau 
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SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


ADMINISTRATOR: To replace present ad- 
ministrator who will retire in near future. 
Voluntary general hospital with excellent 
reputation in attractive prosperous mid- 
west community. Under 200 beds with 
major building program. Salary range: 
$12,000-$21,000. nd 30-45. This is an 
unusual opportunity. Strong board is ac- 
customed to delegation of substantial re- 
sponsibility. Applicants must have superior 
qualifications and potential ability to grow 
rapidly with hospital. Address HOSPI- 
TALS, Box H-90 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working conditions 
and personnel policies. Good starting sal- 
re Write: Mr. Bert Stajich, Assistant 

ministrator, Columbia Hospital, 3321 N. 
Maryland Avenue, Milwaukee 11, Wiscon- 
sin. 


Experienced person to take charge of 
Clinical Laboratory, 200 bed general serv- 
ice hospital, near Philadelphia. Salary 
commensurate with experience. Write Box 
H-89, HOSPITALS. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 


Experienced DIETITIAN, ADA, to take 
charge of food service, 200 bed general 
hospital, near Philadelphia. Salary com- 
mensurate with experience. Write Box 
H-88, HOSPITALS. 


NURSE ANESTHETIST: full time or re- 
lief, for 50 bed hospital in lively resort 
area. Excellent working conditions and 
reasonable salary. Apply Administrator, 
Memorial Hospital, orth Conway, New 
Hampshire. 


INSTRUCTORS: Immediate openings: (a) 
Pediatric Nursing, (b) Nursing-.Arts (pre- 
clinical students.) In basic three year pro- 
gram approved by the National Nursing 
Accrediting Service. Also openings for 
GENERAL STAFF NURSES. 674-bed gen- 
eral hospital. Paid vacation, sick leave 

legal holidays, retirement plan, Social 
Security, 40-hr. wk., excellent personnel 
policies. For details write: Director of 
Miami Valley Hospital, Dayton 
9, io. 


ANESTHETIST wanted by fully accredi- 
tated rural hospital; Southwest; A.CS. 
surgeon; ideal location for nurse who likes 
small towns. General surgery, and OB, 
rare emergency calls: Salary open; write 
or wire Box H-93, HOSPITALS. 


DIETITIANS—THERAPEUTIC, NURSE 
ANESTHETISTS: 500-bed General Hospi- 
tal located SW suburb Chicago. Salaries 
open, good personnel benefits. Reply HOS- 
PITALS, Box H-87. 


REGISTERED NURSE ANESTHETIST: 34 
bed hospital, Montana. 5 doctors, one 
board surgeon. $525.00 per month. No 
nursing duties. Vacation and sick leave 
benefits. Relief anesthetist available. For 
further information contact, H. A. Kallio, 
Administrator, St. John’s Lutheran Hospi- 
tal, Libby, Montana. 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

135 bed general hospital, 40 hours—salary 

open. Contact Miss G. A. Cooper, Woman’s 
spital, Cleveland, Ohio. 


102 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Med.; 425-bed 
gen. hosp., unit of hosp. group; E. (b) 
Dir., vol. gen. hosp., 200 beds; bldg. prog. 
will increase to 300; coll. town, W. (c) 
Young adm.; new gen. hosp., 50 beds; 
Calif. (d) Ass't.: 200-bed gen. hosp., prin- 
cipal tch’g facility of univ. med. schl.; E. 
(e) Ass’t adm.; preferably one with ac- 
counting bkgrd. & exp. which would quali- 
fy him for adm. advancement; 175-bed 
gen. hosp.; bldg. prog.; med. center, E. 
(f) Ass’t adm. qual. to combine duties 
with those of controller; 300-bed gen. 
hosp.: coll. town, E; $8000. H1l1-1 


ANESTHETISTS: (a) Fla., summer, win- 
ter resort; lge. hosp., 1 Ob., 1 Surg.; to 
area sal. ‘(b) Nurse anes., complete sta 
M.D. grp.;. met. NYC. (c) ‘Complete resp., 
50-bed haeod Ill.; $7200. (d) Anes., work 
between 2 hosps.:; wealthy cattle ranch 
area near Canadian border; good sal. po- 
tential. H11-2. 


DIETITIANS: (a) Chief, 400-bed hosp.; 8 
dietitians on staff; MW; $7000. (b) Chief, 
lge. hosp., Greater N.Y.; $5500. H11-3. 


DIRECTORS OF NURSING: (a) Dir., 
nurses; responsible schl., serv.; coll. affil.; 
400 beds; commuting dist., NYC; $10,000. 
(b) Dir., nursing serv.; 275-bed hosp.; 


btful. old Southern city; $7500. (c) Dir., 


nursing serv., schl.; 350-bed hosp.; expan- 
sion prog. to 400; 350 students, ideal MW 


city: $8000 up. (d) Dir., nurses; strong 


adm. bkKgrd.; reorganize ‘staff 600 nurses, 
all grads; 500-bed hosp.; W. Coast; to 
$12,000. H11-4. 


EXECUTIVE HOUSEKEEPER: Top notch 
adm. abil. req.; reorg. staff of 500-bed 
hosp.; Calif.; to $7200. H11-5. 


EXECUTIVE PERSONNEL: (a) Account- 
ant qual. to dir. bus. office; new 80-bed 
_ hosp. bldg. prog. will double cap: 

(b) Purchasing agent; pref. course 
grad; 300-bed vol. gen. hosp.: Calif. (c) 
Bus. megr.; pref. course grad. with exp. in 
accounting; 450-bed gen. hosp.; E. (d) 
Personnel dir.; qual. to organ. dept.; 300- 
bed gen. hosp.; near Chgo. (e) Controller 
& purch. agent, both with hosp. experi- 
ence; 350-bed hosp.; univ. city, E. (f) 
Pub. relations dir. by hosp. council con- 
sisting of hsps. totaling 18,000 beds; broad 
exp. in community planning reg. (g) Food 
serv. dir.; new position, 400-bed hosp.;: 
MW: $7000. H11-6. 


FACULTY POSTS: (a) Ass’t prof., med- 
surg.:; coll. schl.; academic yr.; $520 month; 
E. (b) OR. clin. instructor; 270- bed hosp.. 
100 students; btful. town, 7000, Pa.;: $5400. 
(c) overseas assignment; Amer. 
owned co., paid transp., $10,000. (d) Re- 
search asst.; re- -evaluate procedures; set 
up new prog g.: 900-bed hosp.; univ. ctr.: 
leading éitys $6000. H11-7. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief; univ. tch’e hosp., 900 beds: excel. 
research oppor. MW. (b) Dir-instr.: schl. 
for med. records lib.: prog. city. SW. (c) 
Chief; top-notch person: reorg. dept., le. 
well | renowned hosp.; W. Coast; $7200. 


SUPERVISORS: (a) O.R., central ‘supply; 
foreign assignment; Amer. owned co. 
hosp.; paid air travel, $10,000. (b) OB: 
S. America: Spanish desirable: $7000. (c) 
Gen. supervisor, exclusive home retired 
persons; btfl. country atmosphere. 
grounds; near leading Midwestern city: 
$350, complete mtce. (d) Emerg. room: 
capable person for busy dept.; 200-bed 
oe" Fla. resort; sal. commensurate abil. 


Information about 


QUALIFIED NURSE PERSONNEL 
is available from the 


American Nurses’ Association 
PROFESSIONAL COUNSALING & 
LACEMENT SERVICE 


So. Wabash Ave. 
Chicago 3, Ill. 
STate 2-8883 


Personnel Bureau 


FORMERLY AZNOE S 
3rd floorstas N.WABASGH AVE. 
CHICAGO | 
®ANN WOODWARD Dirtecto'v 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) 150 bed, fully 
approved "te city, 220,000, E. (b) For 
large Medical Center's division 
now has 400 beds, increasing to 650, fully 
approved; $15,000 oppor.; house and utili- 
ties available. (c) Immediate need for 
Adm., small hosp.; $6-7,000; NW. (d) Chil- 
dren’s medical center: several units housed 
in 50 bed AMA approved hosp.; So. (e) 
2 new units, genl. acute hosps., 125 bds.; 
range $10- 15, 000; large city; Mid E. (f) 
Deptr. of Hith. work; requires either MPH, 
MPHA, MHA w/some exper. Publ. Hith.; 
one of larger cities, Alaska. (g) 90 bd. 
vol., genl. hosp.; cooperative board; res. 
twn., 8000; E. (h) 60 bed, JCAH vol., genl. 
hosp.; smaller hosp.; New York. (i) Genl. 
Hosp.. 90 beds, opening Fall, 1957: So. 
Calif. (j) Medical: 200 bed, genl. hosp.; 
shld. be aSsoc’d w/ACHA; E. (k) FACHA, 
well qual.,- hosp. construction; bd. 
osp. in planning stage; immed. appoint- 
ent; W. (1) 100 bed, JCAH, vol. gen. 
hosp. opened sevl. yrs.; eity 100,000, So. 


ASSISTANT ADMINISTRATORS: (m) 
Fully apprvd. techg. hsp. 175 beds; $7,000; 
univ. city; Bagster England (n) Univ. hosp.; 
req’s one min. 3 yrs. hosp. adm. exp.; 
E..(0) 225 bd. gen., vol. hosp.; tchg. prog.; 
about $8,000; irge. mid- west city. (p) Vol- 
untary, genl. hosp., med-sized; large town 
nr. Detroit. Mich. (q) Qual’d to assum. 
adm. function in absence of directors; 
fairly lge. vol. genl. hosp.; nr. Pittsburg. 
(r) Asst.; short: time, then assoc. dir.; 
children’s hosp., 200 beds; will . succeed 
pres. dir. upon retirement: univ. city: 
West Mtns. (s) To work directly under 
and report to FACHA, Ist yr.:; then, assist 
adm. with own responsibilities: bd. 
hosp.; univ. town, New England. 


EXECUTIVE HOUSEKEEPERS: (a) Fairly 
new, gen. hsp. 250 bds.; $4809: Calif. coast. 
(b) Full chge. dept., 400- bd. hsp: unit; 
univ. med. ctr.: impor. educ. ctr; lge. city, 
SE. (c) Male only; qual. est. new methods 
& procedures, est. in-serv. trng. prog.; 
very lIge. gen. hsp., univ. affil.: lge. city; 
E. (d) Supv., teach’g. abil. req'd. in well- 
org. & staff’'d dept.;: vol. gen. hsp. 350 bds.;: 
to $5000; lovely city 60,000: MW. (e) Supv. 
staff of 50, active dept.; 500-bd. gen. hsp.: 
Pac. NW. (f) Male only: fully apprv’d. 


- gen. hsp. 300 bds.: resid. suburb univ. med. 


ctr.; SE. (g) Supv. ige. staff incl. 2 ass’ts; 
vol. gen. hsp. 300 bds.; coll. city; SW. 


SHAY MEDICAL AGENCY 

Blanche L. Shay, Director 

55 East Washington Street 
Chicago 2, Ill. 


ADMINISTRATORS: (a) Middle West. 
Man or woman. 40 bed hospital. (b) South- 
west. 60 bed hospital, incumbent retiring. 
(c) East. 200 bed hospital, near N.Y. City. 
(d) East. 100 bed hospital in beautiful 
resort area. (e) Assistant. 200 bed teaching 
hospital. se 2 ee in hospital adm. not nec- 
essary. (f) Southwest. 40 bed hospital in 
large city. To $10,000. 


MEDICAL BIOSTATISTICIAN: Profes- 
sional Activity Study of a _ professional 
and hospital commission. Duties: initiate 
plans, outline procedures, carry out anal- 
ysis, prepare reports; act as consultant on 
statistical aspects of undertakings for other 
staff members; represent commission at 
professional meetings, etc. Salary to 


DIRECTOR OF NURSES: (a) East. 500 
bed hospital affiliated with medical school. 
$7500-$10,000. (b) Calif. 200 bed teaching 
hospital—adding 90 beds. $7500. (c) Middle 
West. 100 bed hospital. Degree not re- 
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SHAY MEDICAL AGENCY continued 


quired. $6000. (d) Middle West. 225 bed 
hospital in city of 50,000. Very progressive 
nursing service program. To $7500 plus 
complete maintenance. 


NOTE: We can secure for you the position 
you want in the hospital field, in the 
locality you prefer. Write for an appli- 
cation—a postcard will do. All negotia- 
tions strictly confidential. 


HOSPITAL ADMINISTRATOR combined 
with Chief Nurse, or X-ray or Lab. tech- 
nician needed for new 16-bed hospital to 
be opened early fall, 1958 at Grand Marais, 
Minn. Small community, superior sports; 
fishing, — skiing; good schools, low 
cost of living. Salary open. Write Sherman 
Benson, President Hospital Board, Grand 
Marais, Minn. 


Immediate opening for experienced woman 
hospital ADMINISTRATOR - ANESTHE- 
TIST combination for new, 22-bed hospital. 
Must be capable of taking complete charge. 
Salary open, dependent on experience 
and qualifications. Write or call Fred 
Deuth, chairman, Heron Lake Municipal 
Hospital Board, Heron Lake, Minn., for 
interview. 


EXECUTIVE . HOUSEKEEPER — 350 _ bed 
hospital located in desirable eastern resort 
area has an immediate opening. Person 
we are seeking must have knowledge of 
work simplification, housekeeping stand- 
ards and employee training. 55 in Depart- 
ment. Excellent opportunity for Executive 
Housekeeper in smaller hospital seeking 
Address HOSPITALS, BOX 


CLINICAL INSTRUCTORS needed in the 
following areas: (1) operating room tech- 
nique (2) medical and surgical nursing 
(3) pediatric nursing. Day, evening and 
night shifts. Integrated program: affili- 
ated with Drake University: 200 students 
in school; 400 bed, fully approved, non- 
profit hospital. Minimum qualifications: 
B.S. degree, preferable in nursing educa- 
tion. Salary open. 40-hour work week: 20 
working days vacation: sick benefits. Posi- 
tion open immediately. Applv Director of 
Nursing, Iowa Methodist Hospital, Des 
Moines, Iowa. 


ANESTHESIOLOGIST for community 
serving area of 21,000 in Central Massa- 
chusetts. Opportunity for practicing gen- 
eral medicine’ exists. Combination of 
anesthesia and general medicine if desired. 
Expansion of 48 bed. accredited hospital 
Dlanned for near future. Athol Memorial 
Hospital, 2033 Main Street, Athol, Massa- 
chusetts. 


NURSE ANESTHETIST for new 48-bed 
fully accredited hospital in Central Massa- 
chusetts. Total area served 21,000 popula- 
tion. Expansion to minimum of 64 beds in 
planning stages. Athol Memorial Hospital, 
2033 Main Street, Athol, Massachusetts. 


ASSOCIATE PATHOLOGIST — 434 _ bed, 
fully approved Hospital, with residency 
programme. Four weeks’ annual vacation, 
five-day week, sick benefits, etc. Salary 
commensurate with qualifications and ex- 
perience. Please reply fully, giving train- 
ing, experience, nationality, age, etc., to 
Secretary, Board of Directors Royal 
Columbian Hospital, New Westminster, 
British Columbia, Canada. 


HOSPITAL REPRESENTATIVES: Libra- 
phone, latest patient care program. has 
’ territories available. Good income oppor- 
tunity: no investment. No objection non- 
conflicting lines. Write, giving personal 
resume: Box 215 (H), Long Branch, New 
Jersey. 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
C. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories: 
Lab, and X-ray Technicians, Phys. Thera- 
ists, Social orkers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 
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‘tch’g exp. before specializing; 2 yrs. adm.; 


POSITIONS WANTED 


REGISTERED MEDICAL RECORD LI- 


BRARIAN—Wish to relocate before Janu- 
ary first. Department head six years. Ca- 
pable director of medical record personnel. 
Address HOSPITALS, Box H-91l. 


ADMINISTRATOR — Twenty-seven years 
hospital administration. F.A.C.H.A. Ex- 
perienced in planning and construction. 
Desires Florida or Southwest. Address 
HOSPITALS, Box H-95. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATOR: Med.; 4 yrs., ass’t dir., 
800-bed univ. hosp.; 12 yrs.., dir., 400- bed 
tech’g hosp.., FACHA. 


ADMINISTRATOR: M.H.A.::'4 yrs., assoc. 
dir., tch’g hosp., assisting in bldg. program 
increasing cap. from 200 to 400; 6 yrs., 
dir., 225-bed hosp. 


ASSISTANT: B.S. (Bus. Admin.); M.H.A.; 
since completing res., tech’g hosp., has 
served as its pers. dir., lecturer and co- 
ordinator, Program in Hosp. Adm. 


ADMINISTRATOR: Professional nurse: 
grad., univ. hosp. schl. of nursing: B.S. 
(Education): M.S. (Hosp. Adm.): 6 yrs., 


150-bed hosp 


COMPTROLLER: B.S. (Major; Account- 
ing); since 1951, comptroller & office mgr., 
210- bed hosp. 


PATHOLOGIST: Diplomate; 
yrs., dir. of path., 350-bed 
consultant to several others. 


RADIOLOGIST: univ. hosp. training in 
rad. including radioisotopes: M.S. (Rad.); 
4 yrs., group assn.; Diplomate (Diagnosis 
& Therap. Rad.). 


FACP: 8 
gen. hosp., 


OUR 61st YEAR 


Wo ODWARD 
Personnel Bureau 


FORMERLY AZINOES 


3rd °18S N. WABASH AVE. 
CHICAGOe| 
® ANN WOODWARD 


Telephone RAndolph. 6-5682 


ADMINISTRATOR: Five years, director, 
150-bd. gen. hosp.; 5 years, adm., 350-bd. 
gen. hosp.; no locality preference. 


ASSISTANT ADMINISTRATOR: 3 yprs., 
ass’t adm., then adm., 450 bd. hosp.; pre- 
fers ass’tshp, univ. affil. hosp.; any lo- 
cality; Nominee ACHA. 


ANESTHESIOLOGIST: Completing mili- 
tary tour; seeks, chief, large hospital in 
temperate climate; early 30’s; Diplomate. 


COMPTROLLER: Two yrs, comptroller, 
os bd tech’g hosp; Member AAHA; early 
0’s. 


EXECUTIVE HOUSEKEEPER late 40's: 
degr, bus admin; teach’g exp; past yr full 
chge, hskpg dept, 200-bd gen hsp; seeks 
Similar post, any area exc East. 


EXECUTIVE HOUSEKEEPER: 50’s: over 
20 yrs hskpg exp, incl 15 yrs in 300-bd gen 
hsp; now ass’t, lge hotel; East. 


EXECUTIVE HOUSEKEEPER: early 50's; 
nearly 10 yrs exp; 5' as exec hskpr, 200- 
bd gen hsp; 3 as hskpr, 300-bd facil; seeks 
lge hsp appt; So. 


EXECUTIVE HOUSEKEEPER: well 
trained; 51; 6 mos, act’g exec hskpr 300- 
bd hsp; past 2 yrs, full’ chge, medium 
— gen hsp; highly recommend’d: MW 
pref. 


PATHOLOGIST: 7 yrs, dir, path, 200 bed 
vol gen hosp; Diplomate, anatomy & clini- 
cal; seeks larger dept; pref North-So 
Atlantic. 


RADIOLOGIST: Five years successful priv 


pract, rad; prefers dir, dept rad, lge hosp 
in. West: Diplomate, both branches. 


STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, AND 
CIRCULATION REQUIRED BY 
THE ACT OF CONGRESS OF 
AUGUST 24, 1912, AS AMEND- 
ED BY THE ACTS OF MARCH 
3, 1933, AND JULY 2, 1946 (Title 
39, United States Code, Section 233) 


OF HOSPITALS, published twice a 
month at Chicago, Ill., for Oct. 1, 1957. 


. The names and addresses of the pub- 
lisher, editor, managing editor, and bijsiness 
managers are: 


American Hospital Association, 
18 E. Division St., Chicago 10. 


Editor: Edwin L. Crosby, M:D., 18 E. 
Division St., Chicago 10. 


Managing editor: Aaron Cohodes, 18 E. 
Division St., Chicago 10. 


Business sep Bremen I. Johnson, 18 
E. Division St., Chicago 10. 


2. The owner is: (If owned by a corpora- 
tion, its name and address must be stated and 
also immediately thereunder the names and 
addresses of stockholders owning or holding 
1 per cent or more of total amount of stock, 
If not owned by a corporation, the names 
and addresses of the individual owners must 
be ziven. If owned by a partnership or other 
unincorporated firm, its name and address, as 
well as that of each individual member, must 
be given.) 


American Hospital Association, 18 E, Divi- 
sion St., Chicago 10. 


Edwin L. Crosby, M.D., 18 E. Division 
St., Chicago 10 (Director). 


Tol Terrell, Administrator, Shannon West 
Texas Memorial Hospital, San Angelo 16, 
Tex 


Tohn N. Hatfield, supt., Passavant Hos- 
pital, Chicago, Hlinois (Treasurer). 

3. The known bondholders, mortgagees, 
and other security holders owning or holding 
1 percent or more of total amount ,of bonds, 
mortgages or other securities are: (If there 


are none. so state.) NONE. 


4. Paragraphs 2 and 3 include, in ‘cases 
where the stockholder or security holder ap- 
pears upon the books of the company as 
trustee or in any other fiduciary relation, the 
name of the person or corpor: ation for whom 
such trustee is acting: also the statements in 


| opt two paragraphs show the affiant’s full 
n 


owledge and belief as to the circumstances 
and conditions under which stockholders and 
security holders who do‘ not appear upon the 
books of the company as trustees, hold stock 
and securities in a capacity ether than that 
of a bona fide owner. 


The average number of copies of each 
issue of this publication sold or distributed, 
threugh the mails or otherwise, to paid sub- 
scribers during the 12 months: preceding the 
date shown above was: (This information is 
required from daily, weekly, semi-weekly, and 
triweekly newspapers only.) 


BREMEN I. JOHNSON 
Business Manager 


Sworn to and subscribed before me this 
19th day of September, 1957. 


(SEAL] 
BEULAH DEEKEN 


Notary Public. 


{My commission expires February 19, 1958.) 
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PICTURE CREDITS 


p. 17 Washington Post and Times Herald 
(LEFT) Robert McCullough 
(RIGHT) Staff photo-Fritz 
Henry Ford Hospital, Detroit 
p. 31 (TOP) Orthopedic Hospital, Los Angeles 
(BOTTOM) Henry Ford Hospital, Detroit : 
pp. 33, 34, 35 Shriners Hospital For Crippled Children, Lexington, Kentucky 


~ 


pp. 50, 52, 54, 56 National Institutes of Health, Bethesda, Maryland 
p. 70 Richard B. Espey 
p. 74 Robert McCullough 
p. 76 Grace-New Haven Community Hospital 
p. 79 (TOP) St. Luke’s Hospital, New York 
(LEFT) Michael Reese Hospital, Chicago 
80 Methodist Hospital, Lubbock, Texas 


Pp. 
p. 91 Staff photo-Fritz 


Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 


pital too. 


Here is the audience for your advertisement 
. . . HOSPITALS subscribers include more 
than 9,000 hospitals and. administrators, 
1,800 department heads, 700 governing board 


J 


members and 1,200 public health organiza- 
tions, physicians and nurses in addition to 
approximately 4,500 others. 


Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to use the classifieds. 


HOSPITALS, J.A.H.A. 
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Now available 


in a package 


UFFERIN. 


especially designed for the 
modern hospital pharmacy 


BuFFERIN—the better-tolerated 
antacid analgesic—is especially 
_valuable for the treatment of 
arthritis and other conditions which 
require high-dosage, long-term 
salicylate therapy. BUFFERIN 
eontains no sodium, thus is suitable 
for patients on salt-free diets. _ 


1000 TABLETS 
FOR HOSPITAL USE @ 


of BUFFERIN are available 
on request. 
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pharmacology and clinical use ANTACID ANALGES 


@ SAVES SHELF SPACE 


@ SAVES TIME IN 
DISPENSING 


ECONOMICAL 


e IN AMBER 
SPACE-SAVER 
BOTTLES 


Each BUFFERIN tablet combines 
5 grains of aspirin with the 
antacids aluminum glycinate 
and magnesium carbonate. 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 


. 
PISTOL-MYERS CO., NEW YORK, N.Y 
MADE IN U.S.A. 


313 North First Street. 


Aan Arbor, Wich. 


...“COLD” STERILIZATION 


WITH THE AMERICAN 


Climaxing more than eight years of intensive 
research and development by American 
Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 
of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 

to install, easy to operate, fast, safe and 

fully automatic, the Cry-O-Therm provides 
the first completely practical technique 


for hospital sterilization of heat- or moisture- 


sensitive items. 


sta Exclusive —~ 


new gaseous Sterilizing agent known as 
Cry-OXCIDE has been developed by 
Amsco. In convenien t, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a low- 


pressure, non-flammable, non- 


osive mixture. 


Tested and approved by U.S. Bureau 
of Mines for hazardous locations. 


IAMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


Square 16” x 16’’x 30” chamber 
has ample capacity for largest : 
endoscopic instrument. Fully 
automatic with full-load cycles 


as fast as two hours. 


Write for bulletin SC-310. 


Offices tn 14 Principal Cities 
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